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F hydrochloride 
(t6lazoline hydrochloride CIBA) 


Orally and parenterally 

effective, intra-arterially 

as well as intramuscularly 

and intravenously. 

peripheral vasodilator Of proved value in peripheral 
ischemia and its sequelae: 
pain, loss of function, 
ulceration, gangrene, and other 
trophic manifestations. 


& 


a potent 


Comprehensive information on 
intra-arterial as well as 

other therapy with Priscoline 

is available upon request 

to the Medical Service Division, 
CIBA Pharmaceutical Products, Inc., 
Summit, New Jersey. 
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Three new studies have recently been added to 
the extensive investigation of Peritrate’s effective- 
ness in preventing attacks of angina pectoris: 


For some patients, state Rosenberg and Michelson, 
Peritrate “may mean the difference between com- 
plete, or almost complete, absence of symptoms. or 
a prolonged illness with much suffering.” Am. J. 
M. Sc. 230:254 (Sept.) 1955. 


‘<Impressive and sustained improvement’’ 
was also observed in a small number of patients 
treated by Kory ef al. Am. Heart J. 50:308 (Aug.) 
1955. 


Among anginal prophylactic drugs evaluated by 
Russek’s group “only this agent [Peritrate} appears 


How you can prevent attacks of angina pectoris 








NEW EVIDENCE 


worthy of the designation, ‘long-acting coronary 
vasodilator.’ "’ Circulation 12:169 (Aug.) 1955. 


By prescribing Peritrate on a continuous daily dos- 
age schedule (10 or 20 mg. 4 times a day) you can 
diminish the number and severity of attacks . 

reduce nitroglycerin dependence increase ex- 
ercise tolerance ... improve abnormal EKG findings. 


Usual dosage: 10 to 20 mg. before meals and at 
bedtime. 


Five convenient dosage forms: Peritrate 10 mg. 
and 20 mg.; Peritrate Delayed Action (10 mg.) for 
extended protection at night; Peritrate with Pheno 
barbital (10 mg. with phenobarbital 15 mg.) where 
sedation is also required: Peritrate with Aminophyl 
line (10 mg. with 100.mg. aminophylline) in cardiac 
and circulatory inadequacy. 


Peritrate’ 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 


WARNER-CHILCOTT 
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METANDREN LINGUETS 


the most potent oral androgen 


FEMANDREN LINGUETS 


the most potent oral estrogen with the most potent oral androgen 


Buccally or sublingually absorbed tincuets by-pass liver 
inactivation or gastric destruction—are virtually as potent as parenteral 
steroids—provide effective, convenient, low-cost hormone therapy. 


Supply: Metandren Linguets, 5 mg. (white, scored) and 10 mg. 
(yellow, scored). Femandren Linguets (green, scored), each containing 
0.02 mg. ethinyl estradiol and 5 mg. methyltestosterone. 


Metandren® (methyltestosterone U.S.P. cis) 
Femandren® (methyltestosterone with ethinyl estradiol cis) 
Linguets® (tablets for mucosal absorption cia) 


C IBA Summit,N. J. 


MEDICAL HORIZONS | \J Monday PM. 
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Approximately half of all patients taking any Rau- 
wolfia preparation experience the annoying side-effect 
of nasal stuffiness. Clinical studies have shown that 
‘Pyronil’ usually relieves this condition. 

For your convenience, ‘Sandril’ and ‘Pyronil’ have 
been combined in one small tablet. Its ‘Pyronil’ con- 
tent will relieve nasal congestion in about 75 percent 
of your patients who experience this troublesome side- 


effect. 
Each tablet combines: 
CS SS ee eee 0.25 mg. 
TERPRUOEEE «Go. 5546 59 ba ayo ae: 7.5 mg. 


pRITY ° e ° 
DOSE: Same as with ‘Sandril’ alone. 


| ALSO: Tablets ‘Sandril,’ 0.1, 0.25, and 1 mg. 
Elixir, 0.25 mg. per 5-cc. teaspoonful. 


571073 


COMPANY ee INDIANAPOLIS 6, INDIANA, U.S.A. 




















Editor: WALTER C. ALVAREZ, M.D. 


CONSULTING EDITORS 


EDWARD J. STIEGLITZ, M.D., Washington, D. C., Internal Medicine 
MAURICE B. VISSCHER, M.D., Minneapolis, Minnesota, Physiology 


ASSOCIATE EDITORS 


KARL M. BOWMAN, M_D., San Francisco, Psychiatry 
CHARLES S. CAMERON, M.D., New York City, Cancer Research 
RUSSELL L. CECIL, M.D., New York City, Internal Medicine 

M. EDWARD DAVIS, M.D., Chicago, Obstetrics and Gynecology 
WILMA DONAHUE, PH.D., Ann Arbor, Psychology 

ROBERT ELMAN, M_D., St. Louis, Surgery 

REUBEN F. ERICKSON, M.D., Minneapolis, General Practice 


JOHN W. GOFMAN, MLD., Berkeley, Internal Medicine 

ROBERT B. GREENBLATT, M.D., Augusta, Ga., Endocrinology 
PHILIP HANDLER, PH.D., Durham, N. C., Biochemistry and Nutrition 
GEORGE R. HERRMANN, M_D., Galveston, /nternal Medicine 
CHARLES HUGGINS, M.D., Chicago, Urologic Surgery 

WINGATE M. JOHNSON, M.D., Winston-Salem, Internal Medicine 
NORMAN JOLLIFFE, M.D., New York City, Preventive Medicine 


ANCEL KEYS, PH.D., Minneapolis, Physiological Hygiene 

A.B.C. KNUDSON, M.D., Washington, D. C., Physical Medicine, Rehabilitation 
CHAUNCEY D. LEAKE, Ph.D., Columbus, Ohio, Pharmacology 

MORTON L. LEVIN, M.D., Albany, Public Health 

J. ARTHUR MYERS, M_D., Minneapolis, Diseases of the Chest 

EDWARD C. REIFENSTEIN, JR., M.D., New York City, Medical Research 


E. A. ROVENSTINE, M.D., New York City, Anesthesiology 

CLARK TIBBITTS, Washington, D. C., Sociology 

EDWARD L. TUOHY, M.D., Duluth, Minn., Internal Medicine 
HARRY E. UNGERLEIDER, M.D., New York City, Internal Medicine 
WALTER E. VEST, M.D., Huntington, W. Va., Internal Medicine 
MARJORY WARREN, MLD., Islesworth, England, Internal Medicine 
S. MARX WHITE, M.D., Minneapolis, /nternal Medicine 














ONE INJECTION ¢ OF 
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ENHANCED POTENCY 

EASY TO ADMINISTER 

AQUEOUS SUSPENSION 

NEEDS NO WARMING 

MAY BE INJECTED THROUGH FINE NEEDLE 
FEWER OVERDOSAGE SIDE EFFECTS 


COR MROPERNINE 


AN Organon DEVELOPMENT 


Available in 5-cc vials containing 40 U.S.P. 
units of purified corticotropin per cc 
with 2.0 mg. of zinc. 


T. M. Cortrophin 


Organon INC. e ORANGE, N. J. 
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@ Failure in The Treatment 
of Cardiac Arrest is usually 
due to delay in recognition of 
the condition and neglect to 
apply known principles, ac- 
cording to surgeons William 
A. Hopkins, John E. Standa- 
lakis, and M. Bedford Davis, 
writing in January 1956 Geri- 
atrics. They base their article 
on case records and operating 
room data of 50 patients from 
8 general hospitals in the area 
of Atlanta, Georgia. They 
stress that manual circulation 
must be instituted at once and 
ventricular fibrillation brought 
under control with an electric 
defribillator. Thorough labo- 
ratory training in treatment 
of cardiac arrest is urged for 
everyone performing surgery. 


@ The first step in the Medi- 
cal Treatment of Ménicre’s 
Disease should be proper rec- 
ognition of the condition and 
careful differentiation from 
other conditions with vertigo 
as a presenting symptom, says 
Henry L. Williams, head of 
the section on Orolaryngology 
and Rhinology, Mayo Clinic, 
Rochester, Minnesota. Present 
evidence indicates that etiol- 
ogy of this disorder is auto- 
nomic disintegration of the 
cholinergic preponderance 


type. Treatment based on this 
hypothesis may throw the pa- 
tient into remission, but care 
and supervision must be con- 
tinuous. 


@ Ina recent study of 249 pa- 
tients with Coronary Athero- 
sclerosis in a Chronic Disease 
Hospital Population of 1219, 
Joseph I. Goodman, assistant 
clinical professor at Western 
Reserve University and medi- 
cal director of Cuyahoga 
County Nursing Home in 
Cleveland, found cardiomegaly 
present in 151 patients, ele- 
vated blood pressure in 101, 
and murmurs in 72. Of 67 pa- 
tients with myocardial infarc- 
tions, 25 had definite episodes 
which were diagnosed clini- 
cally. He concludes that clin- 
ical methods are still inade- 
quate to detect coronary in- 
volvement in any but the most 
advanced stages. 


@ Use of a special instrument 
for Hysteroscopic Examina- 
tions of Older Women to de- 
termine the exact cause of 
uterine bleeding is recom- 
mended by William B. Nor- 
ment of Greensboro, North 
Carolina. Direct visualization 
of the uterus by the water hys- 
teroscope will show that post- 


menopausal bleeding in many 
patients is caused by a sub- 
mucosal myoma or endo- 
metrial polyp rather than by 
an endometrial cancer, thus 
avoiding unnecessary opera- 
tions. With this instrument, 
examination is a simple pro- 
cedure and may be carried out 
under pentothal anesthesia. 


@ Austin S. Weisberger, Fred- 
erick J. Bonte, and Leif G. 
Suhrland of Western Reserve 
University School of Medi- 
cine in Cleveland believe that 
direction instillation of nitro- 
gen mustard gas into malig- 
nant effusions involving the 
pleural, peritoneal, or peri- 
cardial cavities is as effective 
as radioactive gold in alleviat- 
ing symptoms. Writing on 
Management of Malignant 
Serous Effusions, they report 
that use of both methods may 
produce a higher percentage 
of remissions. They recom- 
mend instillation of nitrogen 
mustard as the treatment of 
choice but suggest that, if 
this method is unsuccessful, 
radioactive gold be employed. 


For these and other articles, 
reviews, abstracts, and special 
features, read every issue of 
Geriatrics. 
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Spirogram before Choledyl Spirogram after Choledyl therapy. 
therapy. Note markedly diminished Note in particular 44% increase in 
vital capacity. vital capacity. 


Based upon Dann, S., et al.: Internat. Rec. Med. & Gen. Pract. Clin. 167: 265, 1954. 


subjective 
relief 


of patient 





suffering 
Asthmatic (E.C.) before Choledyl Patient (E.C.) after Choledyl therapy 
therapy. “less wheezing; chest less tight.” 
ed upon Dar nternat. Rec. Med. & Gen. Pra . 167: 265, 1954, 


«i» Choledyl 


(Choline theophyllinate, NEPERA) 


A recent study' of 34 asthmatics over a period of 10 months verifies 
Choledyl’s effectiveness in bronchial asthma—“22 reported good relief, 
sufficient to warrant satisfactory continued use of the medication.” 

A most significant finding was Choledyl’s surprising efficacy in the 
non-allergic infective group. All patients with this symptomatology 
“did not only do well, but enthusiastically and extremely so...” 


supplied: 100 mg. (red) tablets, bottles of 100, 500 and 1,000. 
200 mg. (yellow) tablets, bottles of 100, 500 and 1,000. 


dosage: Adults—Initiate with 200 mg. q.i.d. preferably after meals and at bedtime. 
Adjust to individual requirements. Children over six—100 mg. t.i.d. 


1. Brown, E A., and Clancy, R. E.: Presented at the Eleventh Congress of the American 
College of Allergists, April 29, 1955, Chicago, Illinois. To be published. 


NOTE: Clinical reports on the efficacy of Choledyl in bronchial asthma and 


ae other indications are available on request 
Meper Nepera Chemical Co., Inc., Pharmaceutical Manufacturers 
Nepera Park, Yonkers 2, N.Y. 810 
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Brand of tetracycline 


© (unique fruit-flavor) 


Supplied in 2 ounce bottles, containing 125 mg. 
tetracycline per 5 cc. teaspoonful. 
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Brand of tetracycline hydrochloride with vitamins (fruit-mint flavored) 


Sugar free. Supplied in 2 ounce bottles, containing 
125 mg. tetracycline per 5 cc. teaspoonful. 


These new, remarkably palate-pleasing non- 
alcoholic homogenized mixtures of Pfizer-discovered 
tetracycline are now standardized and ready- 
mixed at Pfizer Laboratories for uniformity and 
reliability. 


TETRABON SF supplies with each average daily 
dose of tetracycline the special vitamin formula 
recommended for the treatment of stress condi- 
tions, thus giving antibiotic therapy and metabolic 
support with a single prescription. 

*Trademark 


tTrademark for Pfizer-originated, vitamin-fortified antibiotics 


NEW STANDARDS FOR TETRACYCLINE THERAPY IN NEW READY-MIXED LIQUID FORM 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 





KETOCHOL® IN GALLBLADDER DISEASE 


By increasing bile secretion with Ketochol and controlling 
sphincter of Oddi spasticity with Pavatrine®, a free flow of bile 


is instituted with resultant symptomatic improvement. 


Conservative, Effective Medical Management 


The ketocholanic acids in Ketochol stimulate the 
flow of hepatic bile and flush the bile ducts. Anti- 
spasmodic medication, as provided in Pavatrine, 
diminishes gastrointestinal irritability and, by relax- 
ing the sphincter of Oddi, effectively reduces symp- 
toms of colic. This therapeutic program offers 
rational, conservative therapy in gallbladder dys- 
function. 

That the four bile acids present in Ketochol relieve 
biliary stasis is even more definitely proved by their 
use in the diagnosis of nonvisualized gallbladders. 
After the administration of Ketochol, repeat 
cholecystograms permitted! correct diagnoses. 

In conjunction with the foregoing medication, 
proper diet, adjusted intake of milk and cream and 
mental relaxation are important. 

The average dose of Ketochol is one tablet three 
times daily with or following meals. The average 
dose of Pavatrine or Pavatrine with Phenobarbital 
is one or two tablets three or four times daily as 
needed. G. D. Searle & Co., Reseaich in the Service 
of Medicine. 

1. Berg, A. M., and Hamilton, J. E.: A Method to 

Improve Roentgen Diagnosis of Biliary Diseases with 

: Bile Acids, Surgery 32:948 (Dec.) 1952. 
Gallbladder and ducts. 


Ampulla of Vater and sphincter of Oddi. Modern conception of liver cell. 





for equanimity”... 





new anti-anxiety factor 
with muscle-relaxing properties 


SGA 


Wigeth Usual dosage: | tablet, t.i.d. 
S Supplied: Tablets, 400 mg., bottles of 48. , 





*Trademark 








DIABETES... 





Increased threat of vascular complications 
in diabetic patients can result from recurring 
episodes of inadequate control; at such times 
amino acids are “wasted” by de-amination 
in the liver and normal dietary security 


against lipotropic deficiency fades. 






TRADE MARK 


4 






(Sherman Lipotropic Capsule) One capsule t.i.d. 








Gericaps contain the true lipo- prove capillary integrity, as 





tropics, choline and inositol, 
which are unaffected by de- 
amination in the liver. Three 
capsules daily provide the 
equivalent of 3 Gm. choline 
dihydrogen citrate. 

This dose also provides 60 
mg. rutin and 37.5 mg. ascor- 
bic acid to maintain or im- 
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well as 3000 units vitamin A, 
3 mg. thiamine hydrochloride, 
3 mg. riboflavin, 12 mg. nia- 
cinamide, 0.75 mg. pyridoxine 
hydrochloride, and 3 mg. cal- 
cium pantothenate. 


»srehensive review: 
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in the treatment of DERMATITIS | 


around COLOSTOMIES, FISTULAS and 










ANORECTAL IRRITATIONS 


from fecal and 





urinary incontinence x“ 


Well documented! 


Supplied in 1 oz. tubes 
and 1 lb. jars 


—_— 


Dept. G, PHARMACEUTICAL DIVISION, HOMEMAKERS’ PRODUCTS CORPORATION, 380 Second Avenue, New York 10, N.Y. 
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ever see 
patients like 


this one? 














Grace has two grown children who now live in other cities. After years 
of intense activity, she is left with little to do and think about. 

Her days are spent with the television set and telephone, and 

she is usually nibbling. Her weight increases slowly, but steadily. 

You can help patients of this type with ‘Dexedrine’ Spansule capsules. 
One ‘Dexedrine’ Spansule, taken in the morning, 
all day long, between meals, as well as at mealtime .. . helping to eliminate 


controls appetite 


the succession of candies, snacks, and drinks that contribute 


so heavily to weight gain. 





Dexedrine’ suljac 


dextro-amphetamine sulfate, S.K.F. 


Spansule’* “a 


brand of sustained release capsules 





made only by 
Smith, Kline & French Laboratories, Philadelphia 


the originators of sustained release oral medication 





*T.M. Reg. U.S. Pat. Off. Patent Applied For 
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To your hypercholesteremic patient with 


CARDIOVASCULAR DISEASE, 
ANGINAL SYNDROME, 
DIABETES MELLITUS, 
OBESITY, 


MONICHOL” means far more than a striking 
reduction in serum cholesterol levels 








MONICHOL 


¢ Often produces an 

entirely new mental outlook, 
characterized by an 
improvement in mood 

and a sense of euphoria.' 


« relieves anginal pain.” 


e produces objective and 
subjective improvement? in 
diabetic, obese hyper- 
cholesteremic patienis. 


1. Sherber, D.A., and Levites, M.M 
JAMA. 152-682 Jun e 20) 1953 


Pee and Albert 
s State 1 Med. 80:814 Dec.) 1954 


Gs 


IVES-CAMERON COMPANY 
Philadelphia 1, Pa. 


‘A unique 
physiochemical 
(Polysorbate 80, Choline, Inositol) complex 
] 
Supplied: Bottles of 12 fl. oz. 
Literature available 
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INA iY INSTANT 
provides a new way to 


help overcome resistance 
to nonfat milk 


Exclusive award-winning * 
CRYSTAL FORM of nonfat dry milk 


Your patients will enjoy Carnation Instant 
because it combines delicious fresh flavor 
with great convenience. The new crystals 
process does not scorch milk sugars and 
results in a product that is both fresh 

in flavor and truly instant, even 

in ice-cold water. 


May be prepared by the single glassful 
and enjoyed immediately. Then, too, 
for the patient who prefers a heavier 
beverage or is on a restricted liquid 
intake, the physician may recommend 
“‘self-enriched” Carnation Instant, 
richer in flavor and texture—and it 
provides 25% more protein, calcium 
and B-vitamins without additional 

fat or liquid bulk. 


MIXES INSTANTLY: The new crystal 
form mixes instantly in ice-cold 
water. Ready to drink, or for cook- 
ing, with fresh milk flavor and full 
nonfat milk nutrients. 


DOES NOT CAKE: The crystal form 
stays fresh and free-flowing. Always 
handy, ready instantly. No waste. 

ECONOMICAL, AVAILABLE: Costs up to 


7¢ less per quart than bottled non- 
fat milk. Available everywhere. 


FOR 25% SELF-ENRICHED Carnation 
Instant, simply specify the addition of 
one heaping tablespoon of Carnation 
crystals per glass, or % cup extra crystals 


§ * WINNER OF TOP FOOD AWARD 





“ The exclusive Carnation crystals per quart. This 25% self-enriched 
process received the 1955 Food Carnation Instant may also be 
Engineering Award as the most important recommended for cooking. No special 
advance in food processing. recipes needed. 
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Vou- maneotie 


Cough specific — 


Romilar *Roche' is at least 

as effective as codeine in 

relieving cOugh -- but it does 
| not constipate and is not habit- 
forming. 10 mg Romilar® equals 
15 mg (1/4 gr) iid Romilar 
is available as a syrup, in 


tablets and as an expectorant,. 











Wore aud meng 
pllysiciaus — 


ee eare prescribing Gantrisin® 
"Roche.' Why? Because they've 
found that this single, soluble 
wide-spectrum sulfonamide is 
usually both effective and 

well tolerated. There are over 


300 references to Gantrisin in 


recent medical literature, 
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Artane 


HYDROCHLORIDE 
Trihexyphenidyl HCl Lederle 


EFFECTIVE IN THE TREATMENT OF 
PARKINSONISM 


ARTANE is a strong antispasmodic, effective in 
all three types of Parkinsonism — Postenceph- 
alitic, Arteriosclerotic, and Idiopathic. Unlike 
certain other such drugs, it does not lose 
effectiveness when given over long periods. 
It is usually well tolerated, and has no dele- 
terious effect on bone marrow function. 


ARTANE is supplied in 2 mg. and 5 mg. tablets, 
and as an elixir containing 2 mg. per tea- 
spoonful (4 cc.). Dosage: 1 mg. the first day, 
gradually increased, according to response, to 
6 mg. to 10 mg. daily. 


*REG. U. S. PAT. OFF. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid company 


PEARL RIVER, NEW YORK 
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KOAGAMIN”* 


parenteral hemostat 


. 


in surgery — Given prophylactically in 567 
surgical cases, a single injection of KOAGAMIN 
was found “...to reduce blood loss and to fa- 
cilitate surgical procedures...often obviate[s] 
the use of transfusion....”* 


in emergency — Acting directly on the clotting 
mechanism, KOAGAMIN arrests any capillary 
or venous bleeding in minutes— not hours, un- 
like vitamin K. 


in inaccessible bleeding— By controlling 
hemorrhage of systemic origin, KOAGAMIN 
saves time and blood without the hazard of 
thrombosis or toxic reaction — no untoward 
effect ever reported. 


* Joseph, M.: Am. J. Surg. 87:905, 1954. 


KOAGAMIN, an aqueous solution of oxalic and malonic 
acids for parenteral use, 1s supplied in 10-cc. diaphragm- 
stoppered vials. 


Zi than) CHATHAM PHARMACEUTICALS, INC » NEWARK 2, NEW JERSEY 


Distributed in Canada by Austin Laboratories, Limited, Guelph, Ontario 
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FEAMIEONSED 


neet 
an intact-protein, 
carbohydrate concentrate 
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Micropulverized casein powder (61.25%), Carbohydrate (30%) 
to maintain pfotein/carbohydrate equilibrium essential for tissue regeneratior , 


OMPLETEL PALATARIE 
OmPL iELI ALAILADLE 


rad > 


E (tes than 0.03% Na 
Less than 1.0% Fat 





Available: Delicious in either vanilla 
or chocolate flavors, 
in bottles of 8 oz., 1 Ib., 
5 Ib., and 25 Ib. containers. 


*VI-PROTINAL—Palatable whole protein-carbohydrate-vitamin-mineral mixture of high biological value 
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Your 
patients 


will be 






pleased 






to wear 


them! 






Johnson's 
new 
elastic hosiery 


look like regular nylons... 
yet give the support you recommend. 


Leaflets for your patients, write: 


New Brunswick, New Jersey 
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and the 60-10-70 Basic Plan 


Correct medication is important in initiating control that leads to development 
of good eating habits, essential in maintaining normal weight.'28 


Obedrin contains: 


Methamphetamine for its anorexigenic and mood-lifting effects. 
Pentobarbital as a corrective for any excitation that might occur. 
Vitamins B, and B, plus niacin for diet supplementation. 

+ Ascorbic acid to aid in the mobilization of tissue fluids. 


Obedrin contains no artificial bulk, so the hazards of impaction are avoided. 
The 60-10-70 Basic Plan provides for a balanced food intake, with sufficient 
protein and roughage. 


Formula: 


Semoxydrine HCl (Methamphetamine HCl) 5 mg.; Pentobarbital 20 mg.; 
Ascorbic acid 100 mg.; Thiamine HCI 0.5 mg.; Riboflavin | mg.; Niacin 5 mg. 


1. Eisfelder, H.W.: Am. Pract. & Dig. Treat., 5:778 (Oct.) 1954. 2. Sebreli, W.H., Jr.: J.A.M.A. 
152:42 (May) 1953. 3. Sherman, R.J.: Medical Times, 82:107 (Feb. ) 1954. 


Write for 60-10-70 Menu pads, : gilt. 
Weight Charts, and samples of Obedrin. ] H fF S f Mi | AS S 7 N G 
BRI 


ILL COMP 
SrTOLu, TE 


ceeaeee 









the Fleet Enema 


Disposable Unit 


for routine 
and 


special purpose 
enemas 


e Superior in cleansing effect to a tap 
water, or saline enema of one or two pints . . . and less 
irritating than a soap-suds enema. 


es @ Rapid — with the FLEET ENEMA Disposable Unit, 
\ift : ane ; 
simP copy the entire procedure can be completed in % the time 
procto® required with older more cumbersome methods. 
e- 
pr ration e@ Prompt and thorough evacuation . . . a time-saving 
preP@ factor, particularly in preparation for examination. 


e Comfort to patient assured ... virtually no 
distention or side effects. 


And in addition: “Squeeze bottle’ 

permits one hand administration . . . distinctive 
rubber diaphragm controls flow while 
preventing leakage ... rectal tube enclosed 
in sealed cellophane envelope, sanitary 

to time of use .. . readily disposable. 

Each 4% FI. Oz. Fleet Enema Disposable Unit contai 
in each 100 cc., 16 Gm. sodium biphosphate and 
6 Gm. sodium phosphate ...an enema solution of 
Phospho-Soda (Fleet) ... gentle, prompt, thorough. 








Cc. B. FLEET Co., INC. 
LYNCHBURG, VIRGINIA 


‘Phospho-Soda’, ‘Fleet’ and ‘Fleet Enema’ ire 
registered trade-marks of C. B. Fleet Co., inc. 
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FOR BEDSORES 
AND OTHER 
CHRONIC 
ULCERATIONS 





May 15th. Severe decubitus ulcer over femoral greater tuber- 
osity in a terminally ill patient. 


‘S VITAMIN A & D OINTMENT 


Routine application of White’s Vitamin A & D Ointment promotes 
granulation and epithelization in stubborn bedsores, chronic ulcers of varied etiology, 
burns and slow-healing wounds that do not permit primary surgical 
closure. It is also useful as a protective and therapeutic covering in 
miscellaneous skin conditions characterized by abnormal dryness. 
White’s Vitamin A & D Ointment provides vitamins A and D ina 
pleasant lanolin-petrolatum base that does not stain tissues or bed clothes. 
BR in 1% oz. or 4 oz. tubes; 


1 lb. or 5 Ib. jars. 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 





July 12th. After 2 months of treatment with White's Vitamin 
A & D Ointment, ulcer crater reveals healthy granulation tissue 
and evidence of beginning epithelial repair. 





improved comfort 
FOR THE INCONTINENT PATIENT 


NEW URINALS BY D> 


Increased patient comfort and positive protection are the prime 
considerations in the construction of the new Davol Suspensory- 
Type Urinals. They’re especially lightweight and cool — are easy 
to wear, to wash, to adjust. 


Davol comfort is “built-in” through constant patient consultation 
— skilled workmanship — 81 years specialized experience in the 
processing of fine rubber surgical goods. 


“Featherweight” Urinal, Suspensory Type 
No. 7 Male Adult — 20 oz. capacity 
No. 16 Male Child— 


S oz. capacity 

i q Soft cotton-cloth 
7. yo suspensory and light 

i b ie) latex top snap 
¥ yf ° ¥ together easily. 
‘Wa: Smooth latex conical- 


~ 2 


shaped penile sheath 
can be cut to 
individual fitting. 





“Featherweight” 

Drip Urinal, Suspensory Type 
No. 8 — Male Adult 

Ideal for slight incontinence. Removable 
closure cap, adjustable waistbelt. Softcotton- 


cloth suspensory, light latex top. Easy to 
adjust. Latex conical-shaped penile sheath. 
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Edema Control Need Not Be a Steeplechase 


Steeplechase diuresis is up-and-down diuresis—patient dry, 
patient waterlogged. 

In contrast, the THIOMERIN regimen offers straightline:con- 
trol .. . with,maximal spread between injections. Parenteral 
THIOMERIN to initiate diuresis is supplemented by THIOMERIN 
Suppositories to space out the injections, to prevent fluid 
accumulation, to maintain dry weight. 

THIOMERIN Suppositories promote flat-plane management 
... with little likelihood of mercurialism, rectal irritation, 
or local discomfort.' 


Supplied: THIOMERIN Suppositories, boxes of 12. 

Also available: Injection THIOMERIN Solution, vials of 2 ec.,’ boxes 
of 12; vials of 10 ec. Injection THIOMERIN (Lyophilized), vials of 
1.4 Gm.; vials of 4.2 Gm. 


1. Daly, J.W.: Am. J. M. Se. 228:440 (Oct.) 1954 


INJECTION RECTAL SUPPOSITORIES 


THIOMERIN' SODIUM 


MERCAPTOMERIN SODIUM 
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a circulatory 


and respiratory 


stimulant... 


oR 


ORAL S (nikethamide CIBA) 


Clinical experience over many years has shown that 
Coramine Oral Solution is useful as a circulatory and 
respiratory stimulant for asthenic or elderly patients. 
It has been reported that Coramine Oral Solution 
may be beneficial in patients with coronary occlusion, 
in whom it appears to improve collateral circulation 
in the infarcted area and to stimulate the respiratory 
center.! Being noncumulative and having low toxi- 
city, Coramine Oral Solution is suitable for prolonged 
treatment without danger of habituation developing. 
Dosage: 44 to1 teaspoonful (2 to 4 ml.) 2or3 timesa 
day—diluted, if desired, with water. 


SUPPLIED: Coramine Oral Solution, a 25% aqueous 
solution of nikethamide; bcttles of 1 and 3 fluid oz. and 
1 pint. Also for intravenous or intramuscular use: Am- 
puls, 1.5 ml. and 5 ml.; multiple-dose vials, 20 ml. 


1. Carey, L.S.: Delaware M.J. 21: 229 (Oct.) 1949. 


Monday PM. & 
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Make it easy for her to eat wisely 
with this friendly suggestion 


Do you find it difficult to make your 
instructions about diet “stick”? The 
extra trouble it takes to fix special foods 
in small quantities is often the reason. 
Your patients will welcome the simple 
suggestion that they use strained and 
junior foods. 

They’ll especially welcome Strained 
and Junior Beech-Nut Foods because 
they taste so good. We take infinite pains 
at Beech-Nut to secure the freshest, 
finest fruits and vegetables and high 
quality meats. We prepare and process 
these good things to retain their nat- 


ural flavors and nutrients. 

Besides Strained and Junior Soups, 
Vegetables, Vegetable-meat combina- 
tions and Fruits, Beech-Nut offers 
dainty, nourishing, ready-to-eat des- 
serts: Custard, Orange, and Pineapple 
Puddings. They’re a happy way to 
tempt laggard appetities. 

As an aid in planning special diets 
we have prepared comprehensive lab- 
oratory data on the composition of all 
Beech-Nut Foods for Babies. We shall 
be happy to send this material to you 
upon request. 


BEECH-NUT FOODS 


Strained and Junior Foods - Pre-cooked Cereais 
BEECH-NUT PACKING COMPANY, CANAJOHARIE, N. Y¥. 














MISS PHOEBE NO. 10 IN A SERIES 





“By gum, Phoebe, you’re right! These lightweight ?— 


E & J chairs will make this year’s job a breeze!” | 
= 
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| Bist EVEREST & JENNINGS, INC. 
ae 


EVEREST & JENNINGS, INC.,1803 PONTIUS AVE., LOS ANGELES 25, CALIF 












EACH GEVRAL CAPSULE CONTAINS 
Vitamin A ..... 5000 U.S.P. Units acinamide. . . 15 mg. Inositol . 


50 mg. 
Vitamin D e4 500 U.S.P. Units Folic Acid 1 mg. 


Ascorbie Acid (C). . 50 mg. 


Vitamin Bie 1 megm. Pyridoxine HC! (Bes) 0.5 mg. 
Thiamine Mononitrate (Bi).... 5 mg. ‘a Pantothenate 
Riboflavin (Be) 


. 5mg. Vitamin E.. oc BOTW 
Choline Dihydrogen Citrate... 100 mg. (as tocophery! acetates) 
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“Grandmother or not, I’m stiil 
serving 18 meals a day!” 


The ability to enjoy life and to go on working 
smoothly in the later years is priceless. Lederle 
geriatric aids are designed for a variety of individual 
needs. As a supplement to the diet, they ‘‘add more 
life to years ... more years to life.”’ 


 @. ] 
\7reVYal 


Vitamin- Mineral Supplement Capsules 


C7TO \ rapon 


Vitamin- Mineral Supplement Liquid 


i 
(7veV Tal Protel 
<a\ Vitamin- Mineral-Protein Supplement Powder 


revrine 


Vitamins- Minerals- Hormones Capsules 


the complete geriatric line 


*Reg. U.S. Pat. Off. 


















LEDERLE LABORATORIES DIVISION 


american Cyanamid company PEARL RIVER, NEW YORK 


MM RA Sack neha kite << s . 25 mg. Calcium (as CaHPOs,)..... . 145 mg. Manganese (as MnOz) sn 1 mg, 

Purified Intrinsic Phosphorus (as CaHPO,).... 110 mg. Magnesium (as Mgt) . img. 
Factor Concentrate 0.5 mg. Boron (as NazBsO7.10H20) 0.1 mg. 

>, " * fo 5 ld 

Iron (as FeSO.) 10 mg. Copper (ag CuO)............. Img. Potassium (as K2SO;) . 5 mg. 

Iodine (as KI) 0.5 mg. Fluorine (as CaF2),.......... 0.1 mg. Zine (as ZnO) ep 0.5 mz, 
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an asset to therapeutic diets 


Attention to the nutritional requirements 
of patients effectively supplements medical 
procedures in helping reduce mortality 
rates and in shortening convalescence. A 
state of good nutrition enhances resistance 
to disease, increases the capacity of tissue 
for repair, and promotes morale. 


Nutritional Advantages 
Because of its enrichment and its nonfat 
milk solids content, the average enriched 
bread supplies valuable amounts of good 
quality protein, thiamine, riboflavin, niacin, 
iron, and calcium. Its protein functions for 
growth, repair, and maintenance. Its calories 
help to spare protein for specific protein uses 
and contribute to energy needs. 

The table (right) points up how effectively 
6 slices participate in providing good nutri- 
tion in illness and convalescence. 


Physiologic Advantages 

Soft and open in texture, enriched bread 
is easily masticated and swallowed. It is 
promptly and thoroughly digested. Its ap- 
petizing eating qualities reflexly incite the 
digestive processes. Producing insignificant 
amounts of smooth inert residue, it does not 
irritate the gastric or intestinal mucosa. 


Dietetic Advantages 

In either fresh or toasted form, enriched 
bread adds to the eating pleasure of meals. 
Neutral in flavor, it blends well with other 
foods. When appetite lags, sandwiches in- 
cluding a wide variety of foods—meat, 
poultry, eggs, cheese, salad preparations 
and various spreads— give zest to eating as 
well as needed nourishment. 

These advantages—nutritional, physio- 
logic, and dietetic—establish enriched bread 
as a valuable asset in therapeutic diets. 


Contribution of 6 Slices of Enriched Bread 









































Nutrients Percentages of 
and Calories Allowances” 

Protein 11.7 Gm. 18% 

Thiamine 0.33 mg. 22 

Niacin 3.0 mg. 20 
_Riboflavin 0.21 mg. 13 

Iron 3.3 mg. 28 

Calcium (average) 122 mg. 15 

Calories 379 13 
*Percentages of daily allowances for 143 lb., 67 in. tall fairly 
active man of 45. Recommended Dietary Allowances, 

Washington, D.C., National Academy of Sciences— 
National Research Council, Publication 302, 1953. 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


AMERICAN BAKERS ASSOCIATION 20 North Wacker Drive « Chicago 6, Illinois 
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when healing fails 


in older patients... 


overcome retarding 


factors with 


Chloresium 


When healing is at a standstill in decubitus 
or varicose ulcers, CHLORESIUM Ointment 
and Solution encourage the normal repair 
process. Poor local blood supply, common in 
peripheral vascular disease, is often at fault 
—as well as vitamin and protein deficiencies 
or other factors present in older or bedrid- 
den patients. 


CHLORESIUM, containing water-soluble 
chlorophyll derivatives, helps overcome 
these retarding factors. Clinical reports of its 
administration have been widely published. 


For example, one investigator reporting on 
treatment of decubitus ulcers with CHLo- 
RESIUM noted that “...early appearance of 
healthy granulations and progressive epithe- 
lization of these decubiti were marked in 
every instance.”! 


stan) company 


brand of water-soluble chlorophyll derivatives 


In chronic leg ulcers, another clinician ob- 
served “...many patients who had ulcers 
unhealed from one to eight years obtained 
complete healing in six to ten weeks (after 
treatment with CHLORESIUM).”? 


When malodors accompany such conditions, 
the deodorizing action of CHLORESIUM 


Ointment and Solution is reported as “...a 
dramatic reality, attested to by patient, 
nurse, physician and visitors alike....” 

To see what CHLORESIUM can do for your 
older patients, mail the coupon below. 


(1) Carpenter, E. B.: Clinical Experiences with Chlorophyll 
Preparations, with Particular Reference to Chronic Osteo- 
myelitis and Chronic Ulcers, Am. J. Surg. 77:167, 1949. 
(2) Boehme, E. J.: The Treatment of Chronic Leg Ulcers with 
Special Reference to Ointment Containing Water-Soluble 
Chlorophyll, Lahey Clin. Bull. 4:242, 1946. (3) Smith, L. W.: 
The Present Status of Topical Chlorophyll Therapy, New York 
~J. Med. 55:2041 (July 15) 1955. 


Cu oresium O1ntTMENT: l-ounce and 4-ounce tubes. 
Cutoresium Soution (Plain): 2-ounce and 8-ounce bottles. 


Mount Vernon, New York 














Gentlemen: G-1155 
Please forward a generous supply of CHLtoresiuM OINTMENT for use on resistant, foul-smelling lesions. 
name. M.D. 
address. 
city zone state 
{ 
{ 24958 
1 














| For Urinary Infections 
in Older Patients 











Dear Doctor: 


Older patients with chronic urinary infections present special 
problems: (1) They seek prompt relief from burning and 
urgency. (2) They are subject to the problem of residual 
urine which causes constant reinfection, because of prolapsed 
bladder, enlarged prostate or muscular atony. Hence, medi- 
cation must be given regularly or intermittently over long 
periods. For these patients ...try Urolitia. It promptly 
soothes irritation, destroys the common invaders, and may 
be given over long periods without toxicity or drug fastness. 


Stanley Olson 


BORCHERDT MALT EXTRACT CO. 


| PATIENTS... - : 
he OLDER Loothing Roliof, 
~~ QA CHRONIC URINARY INFECTIONS 


Clo) ititemaolalm oX-MelhZ-11mohZ-1m (elite oX-1a lolol aan 
without toxicity, without irritation, without 
drug fastness . .. to keep the urine free from 
E. coli, S. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


One tbs. in half.cup METHENAMINE 
warm water, q.i.d., URINARY 
VY. hr. a.c, and his. ANTISEPTIC 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, Ill. 
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most likely to appeal 


When a patient presents a “feeding problem,” 
ice cream may provide an ideal solution. Con- 
taining an excellent form of easily-digested 
protein, ice cream supplies an abundance of 
valuable minerals and vitamins, sugar, and 
moderate fat content for a readily-assimilated 
source of quick energy. 

Because of its high calcium and phosphorus 
content, ice cream meets specific dietary re- 
quirements for the tubercular patient’ and the 
pregnant’ and lactating woman.’ 

An ideal food with which to tempt the older 
person, ice cream supplies many elements 
necessary in building resistance to infection*— 
in retaining nutritional status in osteoporosis, 
in chronic colitis and other gastrointestinal dis- 
eases that interfere with digestive processes.” 

For the pediatric patient, too, ice cream is 
not only traditional in the post-tonsillectomy 
period, but is also useful during recovery from 
poliomyelitis.’ 














Borden’s Ice Cream offers the same food values 
as whole milk, but in different proportions— 
the same important proteins, minerals, and 
vitamins. Like other Borden dairy products, 
Borden’s Ice Cream is made from only the finest 
of fresh milk, homogenized to break down curd 
size and render it easily digestible. Its high 
solids content, moreover, assures improved 
flavor and texture. 

And a wide selection of popular flavors is 
further reason why Borden’s Ice Cream is like- 
ly to be enjoyed even when the rest of the meal 
goes untouched. A good reason to include 
Borden’s Ice Cream in the diet —for it has 
helped solve many a “feeding problem” both 
in the hospital and out. 


Manufacturers and distributors of BORDEN'’S Instant Coffee 
¢ STARLAC non-fat dry milk e BORDEN'’S Evaporated Milk 
¢ Fresh Milk * Ice Cream * Cheese * EAGLE BRAND Sweet- 
ened Condensed Milk * BREMIL powdered infant food « 
MULL-SOY hypoallergenic food * BIOLAC infant food « 
DRYCO infant food e KLIM powdered whole milk 


1Brewer, W. D.., et al: J. Am. Dietet. A. 30:21 [Jan.} 1954. 2Murphy, G. H., and Wertz, A. W.: J. Am. Dietet. A. 30:34 [Jan.} 1954. 
3Spies, T. D. : J. A. M. A. 153:185 (Sept. 19} 1953. Zeman, F. D., in Stieglitz, E. J. : Geriatric Medicine, ed. 2, Philadelphia, W. B. 
Saunders Company, 1949, p. 136. 5Sebrell, W. H., Jr., and Hundley, J. M., in Stieglitz, E. J. : Geriatric Medicine, ed. 3, Philadelphia, 
J. B. Lippincott Company, 1954, pp, 186-187. ®Barborka, C. J. : Treatment by Diet, ed. 5, Philadelphia, J. B. Lippincott Company, 
1948, pp. 607-608. 7Seifert, M. H. : J. Am. Dietet. A. 30:671 [July] 1954. 


tne DON wen Company 


350 Madison Avenue, New York 17, N. Y. 








can your diuretic 





“upgrade” your 
heart patients? 


k now fewer restrictions of activity are the benefit of prolonged use of 
yo Ur those diuretics effective over the entire range of cardiac failure. 


rf j U retic classification and prognosis of your decompensated patients. 


Diuretics of value only in milder grades of failure, or which 


The organomercurials—parenteral and oral—improve the 


must be given intermittently because of refractoriness or side 


effects, are incapable of “upgrading” the cardiac patient. 


TABLET 
NEOHYDRIN 
BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2 


-METHOXY-PROPYLUREA IN EACH TABLET) 


for “...a new picture of the patient in congestive heart failure “* 


replaces injections in 80% to 90% of patients 
*Leff, W., and Nussbaum, H. E.: J. M. Soc. New Jersey 50:149, 1953. 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 
eadership tr dhurelic yescarch. 


LABORATORIES, INC., MILWAUKEE |, WISCONSIN 


eeess 
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More about little strokes 


WALTER C. ALVAREZ, M.D. 
CHICAGO, ILLINOIS 


® What is a little stroke? It is usually the 
result of a thrombosis of a small artery 
in the brain. In rare cases, for a few min- 
utes or hours, there may be a little 
aphasia, a numbness somewhere in the 
body, or a little weakness in one arm or 
leg. More often, there is only some mo- 
mentary dizziness, confusion, or a little 
nausea, or the patient may vomit, fall out 
of his chair, or slump to the floor. Many 
small strokes produce no immediate 
symptoms and, in many cases, none are 
remembered because the thrombosis came 
during the night. 

The physician will strongly suspect 
that a patient has had a stroke when he 
shows sudden changes in character, tem- 
perament, and ability. The family may 
say that on a certain day the patient aged 
ten years and since then has seemed al- 
most a stranger to those closest to him. 


The Long-lasting Syndrome of 
Repeated Little Strokes 
Today most physicians know the syn- 
drome of one little stroke, but as yet few 
seem to have become well acquainted 
with the slow mode of dying that is due 
to a series of little strokes. These may be 


The diagnosis of a little stroke can 
easily be made from a good history, 
but without the history the diagnosis 
will be missed. Many so-called heart 
attacks are little strokes. A neurologic 
examination rarely shows anything. 
The arm-shoulder syndrome can be 
due to a combination of th. smboses 
in brain and heart. 


strung out over the course of ten or 
twenty years. 

Today, the diagnosis is often missed, 
and the family physician, or even the 
consultant, rests satisfied with the discov- 
ery of a silent stone in the gallbladder, 
of a scar of an old duodenal ulcer, or of 
some harmless colonic diverticula. Sev- 
eral times a month a consultant can see 
cases in which an able physician missed 
the diagnosis of a fairly severe stroke be- 
cause he relied on the inadequate history 
taken for him by an assistant. In sach 
cases, the correct diagnosis could have 
been made in a minute from the answers 
to just two questions. One: did this 
trouble all come suddenly one day? Two: 
after a short dizzy spell, did the family 
marvel at a profound change in the man’s 
character and ability? 


wm 
wm 
wm 
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Often, because the patient’s brain has 
been badly injured, the significant story 
can be obtained only from the spouse or 
grown children or business associates. 
The patient may not know that he has 
become irritable, irascible, and worse 
than useless in his business. He will not 
have noticed that he has lost his old love 
of cleanliness and neatness of dress. 

In many cases, his memory will have 
failed so much that he cannot remember 
the essential story of the beginnings of 
his illness. 


Diagnosis Often Easily Established 


The diagnosis of a little stroke can often 
be made in a moment from the patient’s 
appearance. In the waiting room, he may 
get up out of a chair clumsily; he may 
walk with slow, unsteady, and weak 
steps; he may be poorly groomed; his 
face may be dull; he may talk more out 
of one side of his mouth than out of the 
other; he may have a little saliva in one 
corner of his mouth; his voice may have 
the thick quality so typical of persons 
who have had a little stroke; and he may 
have a little tremor of the head or of a 
hand. 

When he answers questions, it may be 
obvious that he is much older than his 
age, and that he is badly slowed up. He 
is no longer the sort of man who could 
handle his old job, perhaps as production 
manager of a corporation. From this, it 
should be obvious that his brain has been 
severely injured. Then, when one learns 
that the change came suddenly, the di- 
agnosis of a little stroke is nearly estab- 
lished. 

What doubtless happened was that a 
small artery in the brain plugged up, 
thereby destroying a bit of tissue. Because 
this happened in a fairly silent area, it did 
not produce aphasia or hemiplegia; it 
produced principally a loss of memory, a 
decrease of ability, drive, or energy, or 
it put an end to the patient’s lifelong 
sense of well-being. 
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Many times when I have asked a man 
what he thought about his mother’s ill- 
ness, he has said, “I thought when she 
was so dizzy and confused that she was 
having a stroke.” Or, when I asked the 
woman what she thought, she said, “I 
thought I was having a stroke and that | 
was going to die. But the doctor took it 
for granted that it was a ‘heart attack.’ ” 

Occasionally, when I have hesitated 
for a time in making the diagnosis of a 
little stroke, I have come to feel sure 
about it when I learned that the patient, 
his wife, or perhaps his secretary, was 
satisfied that there had been a stroke. On 
a number of occasions a secretary has told 
me that on a certain day her employer, 
who had always dictated so clearly and 
expertly, had started talking with so thick 
a voice that she could hardly understand 
him. Also, he dictated with such poor 
organization of his material that she could 
not make a logical letter out of what he 
had given her. A few weeks later he was 
all right again. 


A Diagnosis by a Secretary 


An able lawyer, who still looked young 
at 68, told me that he had been well until 
a year before when, at a stoplight, he had 
lost control of his car and had crashed 
into the back of the next car which was 
well ahead of him. Since he had always 
been a good driver, he concluded that, 
a moment before, something must have 
gone wrong with his brain. He felt 
shaken and nervous, and a few minutes 
later he felt worse when he sideswiped 
another car. By this time he was so fright- 
ened that, when the police car came, he 
asked one of the men to drive him home. 
His physician came and found nothing 
wrong except hypertension. 

The fact that something had been go- 
ing wrong with the man’s nervous system 
for some time was shown by his observa- 
tion that, before these two accidents, his 
vision had been failing. Since an ophthal- 
mologist had been unable to see anything 








wrong with his eyes, the impression left 
was that the defect was back in the visual 
center. The patient also began to have 
difficulty in getting the meaning out of 
a legal document. He would have to read 
it over and over again—something that 
he had never had to do before. 

In many cases like this, if the physician 
would only chat for a while with the pa- 
tient, his family, friends, and secretary, 
he would learn of more and more little 
strokes, the nature of which had not been 
recognized at the time. In this case, I 
learned that one day, four months before 
I was consulted, or about eight months 
after the little auto accidents, the man’s 
secretary had noticed a sudden and 
frightening change in him as he sat in his 
office. She thought he was having a 
stroke. He thought he was all right, but 
she insisted on taking him right home. 
His physician, on arrival, found nothing 
out of order. 

About ten days before I saw the pa- 
tient, he had come home feeling all right, 
but at bedtime he had suddenly felt a 
peculiar and distressing tightness and full- 
ness in his abdomen. He described it as 
if it were a huge globus. I shall have oc- 
casion in another paper to discuss the 
frequency with which little strokes cause 
a pain or discomfort to shoot into the 
abdomen. 

With this spell, the man was much dis- 
tressed also by a peculiar “hot feeling” 
in his palate. He had no trouble swallow- 
ing and the food went down the right 
way, but he soon got pain in his cheeks 
and in both forearms. Also, at intervals, 


he felt the old distress in his abdomen. _ 


He could get some relief by swallowing 
air and belching. 

Two days before I saw him, his ab- 
dominal distress and flatulence began to 
interfere greatly with his sleep. He 
belched by the hour, and at times he felt 
a pressure in the back of his throat. He 
had so much discomfort between the 
shoulder blades that he could not stand 
up straight. A thorough examination 


showed nothing abnormal in his condi- 
tion. 

His palate continued to feel wrong 
and hot, and his wrist and hands still 
had so much causalgia-like pain that he 
thought at times that he would be hap- 
pier with them cut off. He was still able 
to go to his office every day. At times 
he had “an ugly feeling” in his face. Then 
he began to get sudden spells in which 
he would feel uncomfortable all over his 
body. Fortunately, he remained well- 
groomed and was still able to play golf. 
His memory remained fairly good, and 
he was not particularly irritable or emo- 
tional. 

One day he came in to tell me that he 
recalled that ten years before he had had 
a sudden hot feeling in his palate. It was 
so distressing that at the time he felt he 
was having a stroke. This is so typical of 
these cases—as time passes the patient, 
spouse, or grown children will keep re- 
membering curious spells dating back 
several years. Suddenly a son will say to 
his mother, “That’s right; Dad must have 
had a stroke in June 1948 because, don’t 
you remember, he suddenly became ir- 
ritable, unreasonable, and unlike his old 
self.” 

Somewhat in favor of my conviction 
that my lawyer patient had been having 
a series of little thromboses through the 
years was the fact that, a few weeks after 
I had studied him, he got a big stroke 
about which there could be no doubt. In 
scores of cases I have noted that, for a 
while before a man’s big stroke, he had 
one or more little ones. 


A Psychotic Patient 


A case which puzzled me, but not the 
wife of the patient, was that of an able 
man of 51, who had always suffered from 
spells of mild depression. Two years be- 
fore I saw him, he had a “nervous break- 
down” following a possible little stroke 
in which, suddenly, he felt as if his head 
would burst open. On several other oc- 
casions, the wife had suspected a stroke 
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because the man’s face would flush and 
he would feel very weak. 

One day, while driving his car, he sud- 
denly pulled over to the side of the road, 
and for a few minutes was unconscious. 
There was no convulsion. Later, on get- 
ting out of the car, he found his legs very 
weak and his hands ataxic. Fora while he 
was sleepy and overemotional. A neuro- 
logic study showed nothing wrong, and 
in a few weeks all the discomfort had 
cleared away. The wife, who was ac- 
customed to the man’s moody spells, said 
that this one was so different that she 
was sure it must have been due to a 
stroke, and she probably was right. The 
fact remains that, when a man is an ec- 
centric relative of psychotic or epileptic 
persons, it often is hard to be sure of the 
nature of a dizzy spell or a short black- 
out. 


Some Queer Feelings 


\ woman of 63 was overweight and hy- 
pertensive. She felt some quivering all 
down her right side. A vear before I saw 
her, the right side of her body had sud- 
denly felt distressingly puffed up as if it 
were full of air. She thought then that 
she was having a stroke. Later, while 
driving her car, she lost consciousness. 
The car went off the road and turned 
over twice. 

At rare intervals during the next sev- 
eral years, she had terrifying dizzy spells, 
accompanied by vomiting. Each time, 
for the rest of the day, she would have 
to remain in bed. She might feel a rustling 
or crackling, as of paper, witk‘n her 
chest or abdomen. Eventually, she re- 
membered that one day three years be- 
fore I saw her, while getting out of a 
chair, she had felt “terribly queer” down 
her whole left side. She was much fright- 
ened by this experience. As often happens 
in these cases, the longer we talked, the 
more queer episodes the woman remem- 
bered. With each one, she had felt she 
was having a little stroke. 
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The Failure of a Neurologic 
Examination in Diagnosis 


Through the years, as I have studied the 
syndromes produced by little strokes, | 
have been handicapped by the fact that, 
in so many cases, a routine neurologic 
examination failed to show anything 
wrong. As a result, neurologist and home 
physician felt that they should reject my 
suggestion that the man had had a stroke. 

What distressed me was that often, in 
these cases, a young neurologist would 
assure me that there was nothing wrong 
with the man’s nervous system, when a 
glance at the dull face and soiled, un- 
pressed clothes showed clearly that much 
of his brain had been destroyed. A little 
questioning of relatives and business as- 
sociates also showed that the man’s abil- 
ities as an executive had been wiped out 
in a moment. As I would then advise 
my voung friend, he would have to add 
some new tests to his battery; he would 
have to stop relying entirely on tests with 
pin, cotton, and reflex hammer; and he 
would have to rely more on the statement 
of the wife that, on a certain day, her 
husband had suddenly become a stranger 
to her—an irascible, unreasonable, and 
weepy man who could no longer earn 
his living. 


The Man With “Nothing Wrong” 

I shall never forget the case of a fine, able 
businessman, past middle age, who had 
always been perfectly well until the day 
when he suddenly felt a great shock in 
his head while crossing the street. He 
became so confused that he remained in 
the stream of traffic until someone went 
out to help him. 

Following this experience, he was so 
changed that he could only sit at home, 
so distressed mentally that he wanted to 
die. His family, of course, were satisfied 
that he had had a stroke, but a relative 
took him to a great clinic. There, when 
a thorough neurologic study showed that 
there was “nothing wrong,” the diagnosis 

















of a stroke was hooted at, and the man 
was sent home with a bit of a scolding— 
he was told he was just neurotic and too 
anxious about himself. This so added to 
his distress and feelings of hopelessness 
that he promptly committed suicide. 


Opposition to Diagnosis of ‘Little 

Strokes” 

One difficulty in the way of populariz- 
ing knowledge in regard to little strokes 
is the antipathy to the idea and to the 
term, felt by many physicians and lay- 
men. Some physicians would prefer a 
more technical term, such as a “cerebral 
accident involving a small area,” or “re- 
current cerebral thrombosis or embo- 
lism.” I think it better to use a simple 
Anglo-Saxon term which can be under- 
stood easily by everyone. 

Today, we physicians call most little 
strokes “heart attacks.” This is due partly 
to the fact that laymen dislike the idea of 
a stroke, many still believe that it means 
God struck the man down because of 
some secret sin. Naturally, they do not 
want this diagnosis. That the attack in 
question was not due to a coronary 
thrombosis can soon be seen from the 
fact that the later symptoms are not those 
of heart failure, but are those of a brain 
injury. There may be a few small 
changes in the electrocardiogram, but 
the important facts are: (1) that after 
breakfast the man can walk rapidly into 
a cold wind without getting anginal 
pain; and (2) that he can no longer do 
his work at the office because he cannot 
read well, get along with his associates, 
or get anything done. 


A Series of Episodes 


Often, when | hear the story of one 
episode of dizziness, perhaps with a bit 
of confusion, numbness, or nausea, I can- 
not guess at the cause. But then I draw 
out the story of two or three more spells, 
one of which may have been typical of 
a little stroke, and then I am sure. For 
instance, a man of 70 said that one day 








he suddenly began to suffer from a con- 
stant burning misery in the right side 
of his abdomen. A number of roentgeno- 
grams by his home physicians failed to 
show anything amiss, and much dieting 
for a supposed ulcer had not helped. | 
strongly suspected a little stroke but I 
knew I had better not mention this 
hunch to my colleagues; it would only 
have destroyed their confidence in my 
good sense. 

I waited, and soon the man had another 
curious spell, following which his whole 
body ached. Again, I suspected a little 
stroke, but I wasn’t sure until the man’s 
wife began to describe to me similar 
spells he had had, beginning two years 
before. In one of these, for a few hours, 
his left arm had been paralyzed! 

Two years later, I felt still more sure 
of a brain injury when I saw the man 
after another series of typical little 
strokes, one of which weakened his right 
leg. A little later his wife wrote that he 
had had a big stroke which had ended his 
life. | could tell of many such cases in 
which one spell was puzzling, but three 
or four in a row were not. 

The story of another case of this type 
can help to show that often, when a per- 
son begins having what look like little 
strokes, his former good health may never 
return, and life may be punctuated by a 
series of distressing episodes, the nature 
of which may be puzzling. 

The patient I am thinking of was a 
woman whom I saw first in 1932, when 
she was 60. She said she had been perfect- 
ly well until May of that year, when she 
began to have disturbing attacks in which 
she would become dizzy and lose her 
sense of balance. Suggestive of little 
strokes were two facts: (1) that with her 
first spell, she quickly lost much weight, 
and (2) that her systolic blood pressure 
dropped from 170 to 130 mm. 

Typical of little strokes were the facts 
that this previously able, healthy, and 
hard-working woman suddenly became 
nervous and overemotional; she cried 
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easily, and felt tired and run-down. She 
began to sleep poorly, and to wake as 
tired as when she went to bed. And here 
is an important point—she said she “felt 
awful.” She felt so ill that she kept going 
from one physician to another. These 
men suggested all sorts of diagnoses. As 
usually happens, many complete and ex- 
pensive overhaulings were made, all of 
which failed to show anything except a 
noticeable hardening of her arteries. In 
1932, without the twenty-three extra 
years of experience that I now have, I 
did not dare make a positive diagnosis of 
strokes; today, I would make it confi- 
dently. Why? Because of the great men- 
tal distress and disability that had fol- 
lowed the woman’s first spells. 

Four years later she returned to say 
that a sudden pain had appeared in the 
left hip, together with much incapacitat- 
ing backache. Again, it looked to me as 
if I were dealing with something more 
serious and disabling than an ordinary 
arthritis of the spine. Since then I have 
seen many cases in which a little stroke 
brought on severe arthritis, due apparent- 
ly to trophic changes. I remember one 
case in which the wrist on the weakened 
side suddenly became like a Charcot 
joint, and I remember a relative of mine 
who, after a transient hemiplegia, quickly 
got a destructive coxitis on the affected 
side. 

A year later, the woman patient re- 
turned, still suffering from backache. In 
August 1942, she reported that she had 
had another bad attack of dizziness, and 
had received a diagnosis of Méniére’s 
disease. Since she showed no loss of hear- 
ing and none of the syndrome described 
by Méniére, I thought it more likely 
that she had had another little stroke that 
had injured part of the balancing mech- 
anism in her brain. 

In 1943, she began to suffer from 
sciatica, and then her home physician de- 
cided to remove the root of a tooth that 
had been left in her jaw after an extrac- 
tion performed fifty years before! This 
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misguided effort at treatment brought 
disaster because, as the anesthetic was 
started, she suddenly became confused 
and aphasic, and all of one side of her 
body became paralyzed. 

One of the worst things a physician 
can do is to remove the remaining teeth 
of an elderly person who has suffered a 
little stroke. I learned this back around 
1917, when in my city a prominent phy- 
sician past middle age was hit by a little 
stroke. If his friends had only left him 
alone he might have gone on recovering, 
but an enthusiast on focal infection or- 
dered removal of teeth and tonsils, and 
with this he rapidly went down hill and 
died. 


Young Persons Vulnerable 


We physicians must not forget that many 
young persons in their 20’s and 30’s suffer 
little strokes. I have records of a number 
of young persons who, after a typical 
little stroke, never felt well again. 

Naturally, it takes courage to make 
the diagnosis of a little stroke in the case 
of a person in the early 30’s. The same 
story in a person of 65 would excite no 
comment, and the diagnosis would not be 
questioned. 

What we must do is to remember the 
number of hemiplegic persons under the 
age of 30, whom we can see on any busy 
street in the course of a year. 


Burning in the Skin 


After a little stroke, quite a few patients 
will suffer for years from a burning in 
either a small or large area of skin. They 
will feel as if the skin were in hot water 
or covered with hot coals. 

For instance, a nurse of 65 has gone 
from one dermatologist to another for 
sixteen years trying to get some relief 
from a miserable burning in the skin of 
her back from neck to buttocks and down 
the backs of both thighs. She said it feels 
like a boil. Otherwise, she has remained 
healthy. Careful studies in big clinics 
have shown only a slight hypertension. 











With all her suffering, she has remained 
stout. Typical of a brain lesion is the 
fact that through all these years she has 
not had a minute’s let-up in her distress. 

I asked her if it had come suddenly, and 
she said, “Yes; it came like a flash one day 
while I was walking up to the door of 
my house.” In a case like this, an injury 
must have been produced in one of the 
sensory tracts running up into the brain. 

A similar case is that of a physician, 
aged 81, who was still youthful in appear- 
ance and still seeing patients. Four years 
before I saw him, his feet began to burn 
as if they were in hot water. Since then 
he had been unable to get any relief. Be- 
cause the thing came so suddenly, with 
some weakness of the legs, it would ap- 
pear that he must have had a little stroke. 
After that, if he started to hurry while 
walking, he would fall on his face. | 
have known other persons who, after a 
little stroke, could not hurry for fear of 
falling down. 

Another man in his 60’s had a great 
burning in his skin, so bad that for two 
years, he could neither sit, stand, nor lie 
down with any comfort. The fact that 
later he had a big fatal stroke strength- 
ened my original suspicion that the burn- 
ing in his skin, together with its great hy- 
persensitiveness, had been due to an un- 
recognized stroke that came in the night. 


Pain in Thorax and Abdomen 
One fairly common distress produced by 
a little stroke is pain referred from the 
brain into the chest. Today, such pains 
are almost always said to be due to angina 
pectoris, despite the fact that later they 
are not at all influenced by exercise. 

A salesman of 63 woke confused and 
dizzy in the middle of the night, with a 
severe pain in his thorax. He was ex- 
amined and studied with roentgenograms 
and electrocardiograms, but nothing was 
found. 

Months later, when I saw him, I made 
a diagnosis of a little stroke. I learned that 
right after the spell, he had often 


strangled over thick sticky saliva. Then 
he kept choking on food that entered his 
larynx. With the spell, he lost 20 pounds 
in weight. For months afterward, he felt 
all in and unable to work; he became ex- 
hausted even when trying to shave. He 
evidently had suffered much injury to his 
brain. 

A similar patient, in his 30’s, while 
waiting for breakfast, one Sunday morn- 
ing, got a severe pain in his chest. When 
he telephoned for help, his doctor said he 
was at his office and could not leave for 
a time. The patient went to the doctor’s 
building, and, because the elevator was 
not running, walked up two flights of 
stairs. The doctor made a diagnosis of 
heart attack; but I could not accept this, 
because the effort of going upstairs had 
not bothered him. It had neither added to 
his pain nor made him short of breath. 
Later, in the months that followed, his 
disability and distress were obviously not 
in his heart but all up in his brain; his 
electrocardiograms were normal. I was 
sure that the original trouble had been a 
little stroke. 

The man and his wife agreed with me 
because they knew how his personality 
had changed. This man, who had always 
been strong, well, uncomplaining, and a 
hard worker, on that Sunday morning 
had become a sad, uncomfortable, ner- 
vous person who could no longer earn a 
living. 


Pain in Shoulder and Abdomen 
Recently there has been considerable in- 
terest in severe pain which sometimes 
comes in the left shoulder, arm, and wrist 
of a patient who has had what was as- 
sumed to be a coronary attack. In several 
of the cases I have seen, most of the evi- 
dence seemed to point to a small stroke, 
and, in a few, all the evidence pointed 
that way. In other cases, I have had reason 
to believe that the patient had had both a 
coronary attack and a thrombosis of a 
brain artery. The brain injury could have 
occurred during the short period after 
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the coronary attack, when the man was 
fighting for his life, and his intracranial 
blood pressure was probably too low for 
safety. 

Very instructive to me was the expe- 
rience of two brothers, 60 and 62 years 
of age, who came up from South Amer- 
ica. One was a physician. Both of them 
had a terrible causalgia type of pain in 
the left wrist and hand. From the history, 
it seemed clear that both had had a series 
of small strokes which ushered in the 
pain in the hand. In the case of one 
brother, one of the little strokes had 
been big enough to leave him with a 
slight hemiplegia. 





six years, he had been suffering from a 
series of short depressions, at least one of 
which had come so suddenly that it could 
have originated in a small stroke. I was 
practically sure of this because, when I 
saw him, his speech was still of the thick 
type characteristic of persons who have 
had a bulbar injury. 

The impression left by a long-con- 
tinued study of these two able men was 
that their shoulder-hand syndrome could 
be explained more easily on the basis of 
disease in the brain than on disease in the 
coronary artery. However, in these two 
cases, as in many others, the presence of 
an added vascular injury in the heart was 


The other man’s story showed that, for — probable. 


DIFFERENTIATION should be made between normal and pathologic aging 
in bones, particularly in changes affecting the vertebral column. De- 
formities that are not accompanied by permanent discomfort or con- 
siderably restricted function should be treated as signs of normal aging. 

Radiologic studies of the spine of 75 elderly men and women re- 
vealed that signs of normal aging can be found in persons who do not 
have any symptoms. Bone atrophy and bone hypertrophy develop 
together. Atrophy becomes apparent in women earlier than in men, 
hypertrophy occurs earlier in men. Atrophic changes are usually more 
pronounced in the thoracic than in the lumbar vertebrae. Despite 
atrophy, the vertebrae in normal aging retain their shape. 

Hypertrophic changes in the vertebral column occur in 60 to 80 
per cent of people over 40 because the vertebrae continue to grow after 
all other postnatal development is finished. In persons under 60, the 
lippings formed by hypertrophic vertebral growth are symmetrical, 
becoming asymmetrical in older people. Local asymmetry and advanced 
hypertrophy are found at the site of previous injury. Hypertrophic 
bone has normal bone structure. Few hypertrophic abnormalities occur 
in the sacrum and none in the coccyx. 


F. BOHATIRCHUK: The ageing vertebral column. Brit. J. Radiology 28: 389-404, 1955. 
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vaginal bleeding 


Premenopausal and postmenopausal 


Technic ot diagnosis and certain aspects of treatment 


ROGER B. SCOTT, M.D. 
CLEVELAND, OHIO 


® It is unfortunate that well-meaning 
relatives and friends often lull women 
near the menopause into a false sense of 
security. Mother, Aunt Susan, and the 
next-door neighbor, when giving advice 
to such a woman about her profuse, pro- 
longed, or irregular bleeding, generally 
say, “Oh! Then you must be in your 
change. That’s exactly what I did before 
I stopped.” 

Two peaks of dysfunctional uterine 
bleeding are generally recognized—one 
at the beginning of menstrual function 
and another near the end. The latter peak 
accounts for most of these problems. 
During the years of establishing as well 
as during the years of waning ovarian 
function, the menstrual pattern can be 
quite bizarre. A lack of ovulation and 
consequent lack of progesterone allow 
for unopposed, but not necessarily quan- 
titatively excessive, estrogenic stimula- 
tion of the endometrium. This tissue re- 
sponds in a variable manner to the hor- 
monal imbalance; it sheds irregularly 
during the constant stimulation or when 
this stimulation drops appreciably. 

However, a diagnosis of dysfunctional 
uterine bleeding can be made only after 
all organic causes have been excluded. 
The incidence of all gynecologic cancer 


ROGER B. SCOTT is associate professor of obstetrics 
and gynecology, Western Reserve School of 
Medicine, and gynecologist, University Hos- 
pitals of Cleveland. 





Abnormal uterine bleeding is a fre- 
quent complaint during the premeno- 
pausal years but normal pelvic organs 
by examination do not exclude a 
cancer or other organic lesion. Any 
vaginal bleeding more than one year 
after the apparent menopause has 
about a 25 per cent chance that it is 
associated with a gynecologic cancer. 
A plea is made to utilize all of our 
diagnostic tools in ‘order to make a 
diagnosis and rule out cancer. 


increases progressively after the age of 
40. More specifically, 95 per cent of en- 
dometrial cancers occurs after this age. 
Abnormal premenopausal and postmeno- 
pausal vaginal bleeding may be the initial 
symptom and is the signal for thorough 
investigation. Anovulatory vaginal bleed- 
ing is frequently characterized by a 
shortening of the intermenstrual interval 
to nineteen to twenty-four days or a 
prolongation appreciably beyond thirty 
days. An altered pattern of this type is 
‘no reason for alarm if examination and 
cytologic studies are normal. Any one 
or combination of the following bleed- 
ing patterns is considered abnormal: 

1. Bleeding for more than twelve to four- 
teen days, whether profuse or spotting. 

2. Excessive flow for more than three days 
with difficulty in achieving menstrual pro- 
tection and inability to perform normal duties. 

3. Intermenstrual bleeding of any type. 

4. Any vaginal bleeding more than one year 
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after apparent cessation of menses. A “last 
ovarian gasp” can occur after one year, but it 
is rare.’ The symptom is a serious warning that 
any arbitrary extension of the one-year limit 
would be dangerous. 


The Tools and Technic 


This is a plea for establishment of an 
accurate diagnosis, if at all possible, 
through use of every available tool and 
technic. It should not be assumed that an 
atrophic vaginitis which bleeds easily, a 
visible cervical polyp, or a palpable 
myoma is the cause for unusual bleeding 
and an indication for short-cutting com- 
plete investigation. A cervical polyp, an 
endometrial polyp, a submucous myoma, 
and an endometrial cancer can all coexist 
in the same uterus!” 


HISTORY 


Any extended discussion of the impor- 
tance of an adequate history would be 
redundant. It is often difficult to obtain 
accurate menstrual data, especially the 
date of the last menstrual period. Every 
effort should be made to obtain any his- 
tory of hormone administration—the little 
red pills or weekly “shots.” Data con- 
cerning previous medical care or hospi- 
talization can be clarified and extended 
by later correspondence with the phy- 
sician or hospital. Amount and duration 
of bleeding cannot be correlated with the 
seriousness of the lesion. An absence** 
of bleeding for several weeks or months 
offers no real security. An endometrial 
cancer may exist for seven years without 
serious extension or symptoms, as shown 
by the following history. 

Case 1. G. K., a 64-year-old woman, had her 
menopause at 50. A Watkins interposition op- 
eration for prolapse and cystocele was done 
on August 28, 1944, when she was 57. There 
had been no postmenopausal bleeding before 
this operation. A dilatation and curettage per- 
formed at this time produced a minimal 
amount of tissue which was reported as “atypi- 
cal hyperplasia of the endometrium.” Review 
of these sections seven years later found unan- 
imous agreement in the diagnosis of “adeno- 
carcinoma of the endometrium.” 
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The patient did not return for seven years. 
For one year before return, she noted a watery 
vaginal discharge which was blood-tinged for 
three weeks. On August 24, 1951 a curettage 
was done. Sections showed a well-differentiat- 
ed adenocarcinoma of the edometrium, similar 
in appearance to the material obtained seven 
years before. Intrauterine radium was used, 
followed on October 31, 1951 by a total ab- 
dominal hysterectomy and bilateral salpingo- 
oophorectomy. The carcinoma had invaded 
the myometrium to some extent, but there was 
no other extension or metastases. On July 11, 
1955, the patient was alive and well, without 
evidence of recurrence. 


EXAMINATION 


A complete physical examination, includ- 
ing the use of the speculum, and vaginal 
and rectovaginal procedures, is essential. 
All visible and palpable lesions and 
growths must be studied carefully. 


PAPANICOLAOU SMEARS 


Material for cell study is obtained by 
aspiration of the cervical canal and scrap- 
ing of the cervix about the squamo- 
columnar junction. Some cytologists pre- 
fer to collect only the material from the 
posterior vaginal fornix, but we have not 
found this to be as satisfactory. These 
studies are progressively more accurate 
as the following factors are observed: 
1. No douching on the day of collection. 
2. Proper collection of specimens under full 
visibility, avoiding contamination by lubricant 
or water. 
3. Immediate fixation in alcohol-ether be- 
fore drying. 
4. Proper staining. 
5. Interpretation by a well-trained and com- 
petent cytologist. 

Since many early cervical cancers cause 
no symptoms and occur in tissue that ap- 
pears healthy or has minimal inflamma- 
tion, cytologic studies are most useful 
diagnostically in the asymptomatic, ap- 
parently healthy patient. Although re- 
liable in about 99 per cent of cervical 
cancers, their reliability is seldom greater 
than 75 per cent in the presence of en- 
dometrial cancer. Therefore, abnormal 
bleeding near or after the menopause de- 








mands a complete diagnostic investiga- 
tion irregardless of the cytology report. 
A smear report suspicious of squamous 
cell cancer in the absence of a visible 
lesion can be a signal for a wide, sharp 
conization of the cervix, rather than 


punch biopsies, as part of the investigation. 


BLOOD EXAMINATION 


A hemoglobin determination, with or 
without red cell count and hematocrit, 
and a white cell count are the usual blood 
studies. On rare occasions, the history of 
a bleeding tendency, a completely bizarre 
pattern of abnormal vaginal bleeding, or 
the findings of petechiae, enlarged spleen, 
and so on, may call for a complete blood 
study to rule out a blood dyscrasia. 


PUNCH OR KNIFE BIOPSY 

For frank ulcerations or exophytic 
growths, specimens may be obtained 
with the Gaylor punch biopsy forceps 
or by wedging with a sharp knife. A 
punch biopsy can be performed in the 
office to expedite diagnosis and treat- 
ment. Scott and Reagan* found this type 
of biopsy unreliable in 26 of 100 patients 
with cervical carcinoma in situ, and in 90 
per cent of such lesions the greatest epi- 
thelial alteration was inside the canal, be- 
yond the easy reach of these instruments. 
An electrosurgical biopsy cooks epi- 
thelial tissue, so that the only results are 
the bitter remarks of the pathologist who 
is asked to render an opinion. 


SCHILLER’S IODINE TEST 

Carcinomatous epithelium, as well as less- 
er epithelial changes and scar tissue on 
the cervix, take up little or no iodine stain 
because of the absence of glycogen. The 
iodine test is occasionally useful in de- 
lineating areas which should be studied 
with biopsy. However, we have found 
this adjunct most useful at the time of a 
wide and deep sharp knife conization of 
the cervix, for all the unstained areas can 
be included in the excised cone. We have 
found staining with a 7 per cent alcoholic 


solution of iodine gives more contrast 
and is easier to interpret than the weak 
aqueous solution of iodine and potassium 
iodide recommended by Schiller.* 


WIDE AND DEEP SHARP CONIZATION 

OF THE CERVIX 

When there are no gross lesions of the 
cervix and cytology studies indicate ma- 
lignant cells of a squamous type, a cold, 
sharp knife conization is done. This is 
a liospital procedure and it is performed 
before dilatation and curettage. Since epi- 
thelial cancer is easily detached from the 
surface, there should be minimal vaginal 
clean-up and minimal handling of the 
cone. The excised cone should include | 
cm.—or more if a wider area does not 
stain with iodine—on all sides about the 
cervical os and 1.5 cm. of the cervical 
canal. Light coagulation will control 
most of the bleeding, although suture of 
arterial bleeding is often necessary. Fol- 
lowing curettage, the defect in the cervix 
can be packed with oxidized cellulose 
gauze. The excised cone can then be 
step-sectioned and a complete study 
made. The value of close cooperation 
between pathologist and clinician is self- 
evident. If no further surgery or irradia- 
tion is necessary, a follow-up by office 
dilatations prevents cervical stenosis. 


UTERINE CURETTAGE 

Following adequate dilatation, curettage 
should be done systematically and thor- 
oughly with a sharp, serrated curette. 
Material is collected on citrate-soaked 
gauze in order to separate the tissue from 
the blood. Even with the most skillful 
work, small areas of epithelial change in 
the endometrium or the cervical canal 
can be missed by the curette or not sec- 
tioned in the original cuts. Deeper cuts in 
the tissue block or a repeat curettage at 
a later date may be indicated. Submucous 
myomas which distort the cavity can be 
identified with the curette. Faulkner has 
stressed the proper method of curettage 
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and the difficulties of endometrial diag- 
nosis.* 
An essential part of any curettage is 


the identification and removal of en- 
dometrial polyps. A curette often barely 
teases a polyp or so minces the tissue 
that its polyp characteristics cannot be 
identified. The average sponge or ovum 
forceps is generally too large to pass 
through the cervical canal of the non- 
pregnant uterus. We have found the Ran- 
dall kidney-stone clamp, one-quarter 
curve, as shown in figures I and II, very 
useful in removal of polyps. It is small, 
has the contour of the average cervical 
and uterine canal, can be opened and 
closed freely in an exploring fashion, 
does not destroy the tissue, and is not 
rigid enough to evulse large or danger- 
ously located growths, such as a sub- 
mucous myoma with a wide base and a 
deep myometrial portion. 


HYSTEROSALPINGOGRAPHY 


Roentgenograms of uterus and tubes by 
means of contrast media injected through 
the cervical canal are rarely indicated in 
the investigation of abnormal bleeding in 
this age group. They are expensive and 
are not as reliable as the procedures de- 
scribed. Even though a lesion may be sus- 
pected from the roentgenograms, final 
diagnosis still depends upon biopsy, 
curettage, and histologic study. 


CULDOSCOPY AND POSTERIOR COLPOTONLY 


Culdoscopy has limited value in the study 
of vaginal bleeding. If more information 
is needed about the ovaries, tubes, and 
cul-de-sac, an extended posterior colpo- 
tomy incision is more valuable, provid- 
ing, in addition, posterior cul-de-sac fluid 
for cell studies. 


Organic Causes of Premenopausal 
and Postmenopausal Bleeding 
The importance of establishing a diag- 
nosis and particularly of ruling out malig- 
nancy cannot be overstressed in this 
age group. With no intent of complete- 
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ness, we should like to discuss a few facts 
and aspects of the malignant and benign 
organic lesions which may cause abnor- 
mal bleeding in these women. 


GYNECOLOGIC CANCER 

As women reach and pass their fortieth 
birthday, the incidence of cancer 1.- 
creases progressively. The average age 
for the appearance of cervical cancer, the 
most common gynecologic cancer, in its 
overt clinical lesion is 48. However, un- 
less periodic examinations and cytologic 
studies are done and complete investiga- 
tions of any abnormal bleeding are made 
before appearance of a gross lesion, the 
earlier, preinvasive cancer of the cervix 
will be missed. The average age for pre- 
invasive cancer of the cervix is 36 to 40. 
Only about 5 per cent of endometrial 
cancers occur before the age of 40, but, 
in the postmenopausal group, incidence 
of cervical cancer and that of endo- 
metrial cancer are about equal. 

Ovarian cancer increases after 40. It is 
generally a silent lesion, which makes in- 
vestigation of any persistent ovarian 
enlargement mandatory. Barring a hor- 
mone-producing ovarian tumor, post- 
menopausal vaginal bleeding with an 
ovarian cancer is generally the result of 
an associated endometrial cancer, an as- 
sociation which occurs in about 10 per 
cent of ovarian cancers. Cancer of the 
oviduct may produce a serous or sero- 
sanguineous vaginal discharge, but more 
often it is found upon investigation of a 
persisting adnexal mass. A rapid pre- 
menopausal growth or any postmeno- 
pausal growth of the uterus with or 
without myomas and with or without 
vaginal bleeding should arouse suspicion 
of sarcoma. A vaginal growth or ulcera- 
tion may be a primary cancer or a metas- 
tasis from a primary cancer elsewhere. 
Vulvar growths or ulcerations must be 
promptly investigated; although a leuko- 
plakia of the vulva may be precancerous, 
it can be closely followed if cancer is 
first excluded by generous biopsies. 

















I 


I 


Fic. 1. The Randall kidney-stone clamp, one-quarter curve. An excellent instrument for 
routine use at the time of uterine curettage in order to identify and remove endometrial 


polyps. 


FIG. u. An endometrial polyp with a hemorrhagic tip which has been evulsed from its base by 


the Randall kidney stone clamp. 


Statistics have repeatedly verified our 
concern about abnormal bleeding in 
these age groups, particularly the post- 
menopausal group. Cheek and Davis* in- 
vestigated 514 women who bled two or 
more years after the menopause. One 
hundred and eighty-five, or 36 per cent, 
had malignant lesions. They were unable 
to correlate duration or type of bleeding 
with the benign or malignant nature of 
the cause. Brewer and Miller found 
uterine or adnexal malignancies in 58 of 
211 patients who bled from the uterus 
one or more years after the menopause. 
Cancer of the endometrium accounted 
for 27 of these 58 malignancies and can- 
cer of the cervix for 24. 


FUNCTIONING OVARIAN TUMORS 


Granulosa cell tumors can produce estro- 
gen and thereby cause endometrial stimu- 
lation and bleeding. These are rare, but 
must be considered when endometrial 
hyperplasia is found postmenopausally, 
even though adnexal enlargement is not 
present. A recurrence of the bleeding and 
a finding of endometrial hyperplasia 
would warrant removal of the uterus, 
tubes, and ovaries; however, we have not 
been able to even approach Kottmeier’s 
high incidence* of granulosa-theca cell 
tumors—85.7 per cent. Even more rare, 
a variant of these functional tumors, a 
luteoma, can cause bleeding. 





\LYOMAS AND ADENOMYOSIS 

An enlarged uterus with intramural myo- 
mas or adenomyosis may be associated 
with prolonged and profuse menses. Cer- 
tainly a submucous myoma can be the 
source of abnormal bleeding, but when 
a submucous myoma cannot be iden- 
tified with the curette, we are frequently 
in doubt as to the etiologic relationship 
between the myomas and the bleeding. 
Perhaps the increased size of the uterine 
cavity secondary to intramural myomas 
accounts for the excessive flow or per- 
haps the myomas interfere with the peri- 
vascular myometrial contractions which 
assist hemostasis. If malignancy and sub- 
mucous myomas have been ruled out and 
the uterine size is not greater than a three- 
months’ pregnancy, careful observation 
may be all that is necessary. Hormones 
have been used, particularly testosterone, 
but they have limited therapeutic value. 
The frequency and magnitude of subse- 
quent bleeding may necessitate major 
surgery. Rapid premenopausal growth 
and any postmenopausal growth should 
create suspicion of sarcomatous change. 
There is disagreement on the question of 
whether a myoma can become sub- 
mucous after the menopause. I have seen 
one such instance and feel that it is pos- 
sible through atrophy which is compar- 
atively greater in the myometrium than 
in the original intramural myoma. 
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PYOMETRA 


Less frequent use of intrauterine radium 
to induce the menopause has reduced in- 
cidence of pyometra. Intermittent mu- 
coid, mucopurulent, and sanguinopuru- 
lent discharge after menopause is the 
usual symptom. Endometrial cancer is 
found in about 50 per cent of pyometras 
which have not followed irradiation. 
Complete diagnostic curettage may not 
be advisable until one to four weeks after 
drainage has been established. 


PREGNANCY 
Ovulation and pregnancy are still pos- 
sible in the late 40’s and early 50’s. The 
first amenorrhea of the menopause often 
causes great concern to the patient be- 
cause of fear of pregnancy. Therefore, 
the physician must be aware of the ab- 
normal bleeding problems of pregnancy, 
such as those associated with threatened 
abortion, incomplete abortion, ectopic 
pregnancy, and others. A prolonged in- 
termenstrual interval followed by pro- 
fuse flow is a common pattern of endo- 
metrial hyperplasia, easily confused with 
a pregnancy complication. 


ENDOMETRIAL POLYPS 


Enaometrial polyps probably cause ab- 
normal bleeding more frequently than is 
suspected. The literature lists these as the 
etiologic factor in from 0.6 to 33.2 per 
cent.® Over the ten-year period from 
1941 through 1950, 5,489 hysterectomies 
were done at University Hospitals of 
Cleveland. Of these, 163, or 2.97 per cent, 
showed true endometrial polyps and, in 
22 instances, polyps were the only appar- 
ent cause of abnormal bleeding. 

It is quite possible that many of the 
excellent therapeutic results from curet- 
tage for “functional bleeding” are by vir- 
tue of the removal of unrecognized en- 
dometrial polyps. 

The diagnosis of endometrial polyp is 
all too frequently not made because (1) 
it is not specifically looked for; (2) the 
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tissue may be so minced by the curettage 
that it is unrecognizable as a polyp by 
either the clinician or the pathologist; or 
(3) it is incorrectly interpreted as en- 
dometrial hyperplasia. The search for 
polyps should be a definite part of any 
diagnostic curettage. As I have said, the 
Randall kidney-stone clamp is an excel- 
lent instrument for this. Many unneces- 
sary hysterectomies will be averted if this 
instrument is used, although extremely 
large polyps cannot be evulsed and then 
major surgery is the only recourse. Ab- 
normal uterine bleeding due to polyps is 
usually intermenstrual in type and fre- 
quently immediately pre- or postmen- 
strual. Leukorrhea is a common asso- 
ciated complaint. 


CERVICITIS AND CERVICAL POLYPS 
Any cervicitis and cervical polyps can 
cause contact or other intermenstrual 
bleeding. However, this assumption 
should not be made until complete diag- 
nostic studies are done. An underlying or 
associated carcinoma can be missed. Cer- 
tainly if a cervical inflammation is severe 
enough to warrant cauterization it is se- 
vere enough to first exclude a cancer. 


ATROPHIC VAGINITIS 


Speculum examination often discloses 
superficial ulceration and hemorrhage 
from the thinned-out and _ inflamed 
postmenopausal vagina. Neither is it safe 
to assume that this is the source nor 
should local estrogenic therapy be insti- 
tuted until complete diagnostic studies 
have been carried out. 


FOREIGN BODIES 


Foreign bodies in the vagina, coital lac- 
erations, urethral caruncles, and other 
lesions may be found as the organic 
source of the bleeding, but again com- 
plete diagnostic studies are essential. 


BLOOD DYSCRASIAS 


Thrombocytopenic purpura, leukemia, 
and other blood disorders can cause se- 














rious uterine bleeding. The history or any 
suggestive physical findings would neces- 
sitate complete blood studies. 
EXOGENOUS ESTROGENS 

Hormones for treatment of menopausal 
symptoms or postmenopausal osteopo- 
rosis is becoming one of the most fre- 
quent benign causes of postmenopausal 
bleeding. The patient should always be 
questioned specifically on this point. 
Estrogens may produce an endometrial 
hyperplasia; constant administration or 
withdrawal of the hormone may cause 
bleeding. Even though the relationship 
may be quite evident, it is probably safest 
to carry out a complete diagnostic study. 
However, many physicians delay the 
studies until the bleeding continues for 
more than two or three weeks or recurs 
after stopping all hormone administra- 
tion. Although proof is lacking that estro- 
gens are carcinogenic in women, partic- 
ular uteri are excessively stimulated by 
estrogens. Therefore, this hormone 
should not be administered subsequently 
or, if absolutely necessary, very cau- 
tiously, under close observation, and 
preferably balanced with testosterone. 


Dysfunctional Uterine Bleeding and 

Unexplained Causes of Abnormal 

Uterine Bleeding 
As the menopause approaches, there is 
generally a waning of ovarian function, 
which may allow for frequent and 
periodic episodes of lack of ovulation. 
When ovulation does not occur, there is 
a constant estrogenic influence but not 
necessarily a quantitative increase in the 
daily amount. Progesterone counterbal- 
ances many of the effects of estrogen and 
is an important factor in preparing the 
endometrium and its vessels in order that 
progesterone withdrawal will produce a 
fairly standard pattern of endometrial 
shedding—that is, “a normal menstrual 
period.” Lack of progesterone and con- 
tinual estrogenic stimulation will build 
up the endometrium unnaturally, and, in 








certain uteri, will result in true endo- 
metrial hyperplasia. 

When all organic causes of abnormal 
premenopausal bleeding have been ruled 
out, hyperplasia will be the endometrial 
pattern in 50 to 65 per cent of these pa- 
tients. Interval endometrium will be 
found in 20 to 35 per cent of the patients. 
However, many of these had endometrial 
hyperplasia, but prolonged bleeding 
allowed the hyperplasia regions to shed 
and the curettage specimens represent 
the basal region of the endometrium—a 
region which is seldom responsive enough 
to produce hyperplasia. The bleeding pat- 
tern which results from this lack of pro- 
gesterone may be of any type—the inter- 
menstrual interval may be shortened or 
lengthened, the flow may be quite profuse 
or minimal but prolonged. A small group 
of patients may have dysfunctional uter- 
ine bleeding yet do ovulate. “Irregular 
ripening” or “irregular shedding” of the 
endometrium has been the explanation 
for this dysfunction, with the more basic 
explanation an inadequate amount of, or 
incomplete cessation of, production of 
progesterone. The ovary may be at fault 
or the pituitary stimulation may be in- 
sufficient. 

It has been estimated that about 50 per 
cent of patients with premenopausal 
dysfunctional bleeding obtain therapeu- 
tic benefit from the diagnostic curettage. 
Complete diagnostic study is essential in 
order to exclude carcinoma and to make 
a diagnosis. The therapeutic benefit can 
be hoped for. A recurrence of the abnor- 
mal bleeding becomes a real treatment 
problem. Estrogens and progesterone can 
act to stop the bleeding by building up 
the endometrium or these two hormones 
can be given cyclically. Withdrawal 
bleeding follows but the ovary at this 
age is less likely to perform in a normal 
fashion later than following hormonal ther- 
apy of puberal dysfunctional bleeding. 

An interesting new approach is the use 
of a single or two to three injections of 
50 mg. progesterone immediately before 
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menstrual flow. 
Testosterone may be used to control pro- 
fuse flow if the dosage is of short dura- 
tion and below masculinizing levels. The 
male hormone counterbalances some of 
the effects of estrogen, inhibits the pitu- 
itary, and increases muscular and vascu- 


the desired time of 


lar tone in the myometrium. Hormone 
therapy of any type is temporizing; i 
aims at initial control of what may be a 
limited episode. When there are repeated 
episodes of abnormal bleeding which 
occur despite curettages and hormones, 
when there is no hint that actual meno- 
pause is imminent, or when secondary 
anemia or constant annoyance results, 
more definitive treatment is necessary. 
Barring medical contraindications, an 
abdominal or vaginal hysterectomy is 
the treatment of choice in the premeno- 
pausal patient. Since the evidence that 
endometrial hyperplasia may develop 
into endometrial cancer is not convinc- 
ing, we cannot use this as an excuse. It 
must be admitted that surgery solves a 
problem which has defied other methods 
of treatment. Production of artificial men- 
opause by x-irradiation or intrauterine 
radium is a poor second choice because: 
An early malignancy, such as a tiny focus 
of endometrial cancer, a tubal cancer, and 
so on, may be missed. 

2. Cancer of the uterus may develop later. 
Some statistics have implied that the postirra- 
diated uterus has as much as three times this 
possibility as the untreated uterus. However, 
other variables leave this implication open to 
question. 

3. Associated gynecologic conditions can be 
corrected at the time of hysterectomy. 

4. If hormone administration is subsequent- 
ly necessary, the intact uterus may be stimu- 
lated to bleed. 





5. Postirradiation leukorrhea or cervical 
stenosis may create additional problems. 

As mentioned before, the possibility of 
cancer becomes even greater when there 
is postmenopausal bleeding. Roughly 
one-fourth to one-third of these patients 
will be studied completely without un- 
covering any etiologic factor. So-called 
uterine epistaxis may account for some 
of the unexplained instances, but this en- 
tity has never been proved. Ovulation 
and bleeding may occur after one year 
of apparent menopause, but this would 
account for less than 5 per cent in the 
first two years and it is a definite rarity 
after two years. Any patient with more 
than two episodes of postmenopausal 
bleeding and with complete diagnostic 
studies on each occasion should have a 
total hysterectomy and both tubes and 
ovaries removed. A_ small malignant 
focus in the uterus, tubes, or ovaries may 
have escaped detection. If an active en- 
dometrial hyperplasia, not just senile di- 
lated glands or fragments of polyps, is 
found on both first and second study, it 
is preferable to perform complete sur- 
gery rather than await a third episode of 
bleeding. Of course, it is assumed that 
an exogenous source of estrogens has 
been ruled out. In 1000 patients over the 
age of 40 who had _ postmenopausal 
bleeding, Sutherland and McBride’? 
found 5 granulosa cell tumors of the 
ovary; the endometrium was studied in 
4 of these patients and each showed an 
active hyperplasia. Other sources of en- 
dogenous estrogen can produce an endo- 
metrial hyperplasia, but it is not safe to 
rely on this postulation. 
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Infection and gangrene in 


the extremities of aging diabetics 
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® During the past thirty years, the general 
outlook for diabetics has improved tre- 
mendously, aided by such varied factors 
as the nation-wide campaign for early 
detection of glycosuria, availability of 
better dietetic management, improved 
insulin therapy, and development of anti- 
biotics. Joslin demonstrated from figures 
of the Metropolitan Life Insurance Com- 
pany that from 1926 to 1934 the average 
age of the diabetic patient at death was 
increased from 44 to 61 years, and the 
average duration of the disease from less 
than five to nine years. In the period since 
then, it is certain that these figures have 
been improved. Modern antibiotic ther- 
apy makes it possible to carry diabetic 
patients safely through many of the acute 
medical and surgical illnesses that were 
formerly lethal. 

As a result of these factors, we have 
today a great mass of people in the sixth, 
seventh, and eighth decades who have 
been known diabetics for a variable num- 
ber of years. This constantly increasing 
group are all vulnerable to infection and 
gangrene in the extremities as the under- 
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Study was made of a series of 135 
patients with diabetic gangrene ad- 
mitted to University Hospital, Omaha, 
over a twenty-two-year period. 
Twelve and one-half per cent were 
unknown diabetics at time of admis- 
sion, and 32 per cent had had the dis- 
ease over ten years. The tragic com- 
plications of diabetes can be reduced 
only through recognition and control 
of the patient and emphasis on pedal 
care and hygiene. 


lying arteriosclerosis with 
advancing age. 

In previous articles, we reported our 
experience with extremity infection and 
gangrene in diabetic patients at the Uni- 
versity Hospital of the University of 
Nebraska. This study, which has been 
continued since 1932, brings to light some 
interesting facts about these conditions 
as seen in a Midwestern area where the 
cross-section longevity is as high as any- 
where in our country. 

During this twenty-two-year study, 
from 1932 to 1954, a total of 1,912 dia- 
betic admissions was studied in the Uni- 
versity Hospital. A series of 135 diabetic 
patients with infection or gangrene of 
the extremities were treated on the surgi- 
cal service, an incidence of 7.2 per cent 
of the total diabetic admissions, as shown 
in table 1. 


progresses 
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TABLE 1 
INFECTION AND GANGRENE IN THE EXTREMITIES OF 
135 DIABETIC PATIENTS 














% with 
Number of Number with infection 
diabetic infection and and 
admissions gangrene gangrene 
1932-42 ...... 802... 53 6.6 
1942-49 624 43 6.8 
1949-54 486 39 8.2 
Totals 1,912 135 7.2 





The majority of these patients came 
from rural communities, farms, or 
ranches. All too many, particularly in the 
early years of this survey, were first seen 
by their local physician when infection 
and gangrene were well established. 


Findings 

Men patients were seen slightly more fre- 
quently than women—76 men and 60 
women—although this figure seems to be 
equal.zing itself with time. The average 
age for both sexes with infection or gan- 
grene was 61 over the entire period, a 
figure which remains essentially the same 
if the series is broken into five-year pe- 
riods. The youngest patient in the group 
was 27, and the oldest, 81, but diabetic 
gangrene is essentially a disease of the 
fifth, sixth, and seventh decades, reach- 
ing its peak in the sixth. 


TABLE 2 
KNOWN DURATION OF DIABETES IN 135 PATIENTS 
WITH EXTREMITY INFECTION AND GANGRENE 
(All figures are percentages) 








Total 
1932-1942 1942-1949 series 
Time series series 1932-1954 
Unknown on 
admission 23 18 12.5 
1 month to 1 yr. . 9 8.3 10 
1 to 2 yrs. 8 8.3 9 
2 to 5 yrs. 21 15 15.5 
5 to 10 yrs. 21 22 21 
Over 10 yrs. 18 ee 32 
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Noticeable progress has been made in 
the diagnosis of diabetes, shown by the 
known duration of the disease in this 
group admitted with extremity compli- 
cations (table 2). 

In the early group, about one-fourth 
were admitted with an extremity com- 
plication unaware that they had diabetes, 
while in the entire group only 12.5 per 
cent were unknown diabetics on admis- 
sion. This shows great improvement in 
that known diabetics were being brought 
to light even though their treatment was 
not ideal. The fact that 32 per cent of 
the entire group were known to have 
had diabetes for over ten years is highly 
significant. These persons are part of the 
increasing number of middle-aged and 
elderly diabetics who are being main- 
tained in health with diet and insulin and 
who in the latter decades become vic- 
tims of extremity complications. 

The general treatment of diabetes has 
shown an encouraging trend though it 
still leaves much to be accomplished 
(table 3). In the early group, 39 per cent 


TABLE 3 
PREVIOUS DIABETIC THERAPY WITH INFECTION AND 
GANGRENE IN SERIES OF 135 PATIENTS 
(All figures in percentages) 





Entire series 








1932-42 1942-49 1932-1954 
None .. 42 PBB cscs ease 
Poor .. Aan + Soe. eZ 
Por... (AS kl ee ee 36 
OES ree | | Beaute Le, 9 





had ‘received no treatment for diabetes 
before admission, quite understandable 
since 23 per cent were unaware that they 
had glycosuria. In the entire group, there 
were 23 per cent with no previous dia- 
betic therapy, and half of these were un- 
known diabetics on admission. Almost 70 
per cent of the series of 135 patients had 
previous medical management for dia- 
betes classified as poor or only fair. The 
number of patients admitted with severe 














TABLE 4 
EXTENT OF PATHOLOGY ON ADMISSION FOR 
SURGICAL THERAPY IN SERIES OF 135 CASES 
(All figures in percentages) 





Total 
1932-42 1942-49 series 
series series 1932-1954 
(53 (43 (135 


Pathology patients) patients) patients) 





Penetrating ulcers, 


feet . 17 44 31 
Dry gangrene, toes. .11 24 20 
Wet gangrene, toes 11 16 17.7 
Wet gangrene 

(extensive) 61 16 30 
Dry gangrene 

(extensive) 0 0 1.3 





extremity infection or gangrene and with 
a record of good medical management 
was constant between 8 and 10 per cent. 

The low incidence of severe pedal 
complications in the well-controlled 
group of diabetics is one of the most en- 
couraging findings in this study. It may 
be assumed that, with good dietary care 
and insulin control, these persons were 
instructed and supervised in routine care 
of the feet. This program cannot be em- 
phasized too strongly from a prophy- 
lactic standpoint and becomes increas- 
ingly important as the group of can- 
didates for pedal complications continues 
to grow in number. 

The factors precipitating the onset of 
gangrene have been rather constant in 
the entire series. In 60 per cent, the 
gangrene or severe infection made its 
appearance without cause which could 
be elicited in the history. Trauma was 
responsible for 12 per cent and injudi- 
cious paring of corns for 7 per cent. 
Frost bite, burns from hot-water bottles, 
blisters from shoes, and ingrown toenails 
were blamed in the remaining 21 per 
cent. 

In the first ten years of this study, ex- 
tensive wet gangrene of toes and foot, 
extending up into the leg, was the most 
common type of lesion encountered. In 





the first series, 61 per cent were admitted 
with this tvpe of disease with its asso- 
ciated toxemia, acidosis, and constant 
hazard of gas infection. Fortunately this 
type of emergency is becoming rare and 
a preponderance of our surgical admis- 
sions now present less extensive infection 
or necrosis of tissue (table 4). 


Therapy and Results 


It is difficult to standardize the treat- 
ment of diabetic gangrene in a general 
hospital since each case presents a differ- 
ent problem. Ideally, these patients 
should be handled by a small group of 
interested internists and surgeons work- 
ing in close cooperation. This is often 
impossible to achieve, but it must be 
conceded that in the management of 
these patients divided responsibility re- 
sults in higher mortality and a lengthened 
period of hospitalization. 

The type of therapy employed in the 
care of this group of extremity complica- 
tions is listed in table 5. Conservative 
therapy, alone or with minor surgical 
procedures, was the treatment employed 
in over 50 per cent of the series with a 
constant mortality of about 10 per cent. 
These individuals were all service pa- 
tients on the University Hospital wards 


TABLE 5 
SURGICAL THERAPY IN A SERIES OF 135 PATIENTS 
WITH INFECTION AND GANGRENE OF EXTREMITIES 
(All figures in percentages) 





Therapy Cases Mortality 





Conservative Oe 11 

Conservative surgery 
Incision and drainage 7 0 
Toe amputation .. 11 

Primary major amputation 33 

Primary conservative surgery 
with subsequent major 
amputation ........ 

Primary major amputation with 
subsequent reamputation 3 

Lumbar sympathectomy 
(5 cases bilateral) . . 


11 


8.5 8 
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and were accordingly under the care of 
a changing group of attending men. 

Experience teaches that most of these 
patients treated by conservative measures, 
either medical or surgical, ultimately de- 
mand major amputation after prolonged 
periods of hospitalization. We _ believe 
that the decision for more radical treat- 
ment is too often delayed with the false 
hope that improvement may occur with 
conservative measures. The antibiotics 
have made major amputations more safe 
and have improved wound healing after 
radical surgery, but they cannot improve 
thickened or occluded vessels incapable 
of carrying blood to an affected ex- 
tremity. 

Our preference, after much searching, 
is still for the mid-thigh amputation with 
short anterior and posterior flaps. Very 
few of these patients ever wear a pros- 
thesis, so a weight-bearing stump is not 
an essential. A follow-up on all cases 
shows that most of these persons will 
develop gangrene in the opposite limb 
or succumb with cardiovascular disease 
within eighteen months after loss of the 
first limb. 

Our experience with lumbar sympa- 
thectomy in diabetic gangrene is limited 
to 13 cases. Certainly it has no place in the 
treatment of a gangrenous limb, nor 
should it be done with the thought that 
it may save the patient a major amputa- 
tion. In the light of our experience, it 
would seem justifiable only as a prophy- 
lactic measure on the opposite side if 





there were pulses suggesting vessels capa- 
ble of being minimally dilated. 

Diabetic gangrene is a costly disease 
and an important economic consideration 
since the majority of those afflicted are 
aged and without funds. Years ago Joslin 
commented that a gangrenous diabetic 
toe cost somebody $500. Certainly, with 
modern hospital costs, this figure is ultra- 
conservative. The average number of 
hospital days for the entire group was 
forty-six, and for those who survived, 
forty-seven. 

An interesting figure brought out in 
this study is that the group of patients 
who died were in the hospital for an 
average of seventeen days before major 
surgery was performed. Too often there 
was a prolonged period of conservative 
medical therapy before surgical consul- 
tation was sought, or the surgical con- 
sultant was not sufficiently radical in 
his advice. The diabetic patient with wet 
gangrene or spreading infection will not 
respond to conservative means, including 
all types of antibiotic therapy. Conser- 
vatism on the part of the medical at- 
tendant can be quite as disastrous as the 
same tendency in the consulting surgeon. 

The hospital mortality in this group 
of 135 patients was 16.3 per cent. This is 
still a distressing figure, but it represents 
an improvement from 22.6 per cent in 
the early group to 10.2 per cent in the 
past five years. Sepsis, cardiovascular dis- 
ease, and renal failure were responsible 
in the majority of the fatal cases. 
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Urinary incontinence in older men 


BASIL A. HAYES, M.D. 


OKLAHOMA CITY, OKLAHOMA 


® Urinary incontinence is a most dis- 
agreeable symptom. Not only is it a nui- 
sance to the patient but it is embarrassing 
to his family and friends because of the 
odor, soiling of clothes,.and frequent 
trips to the bathroom. With more 
crowded living quarters and greater num- 
ber of older people living long after onset 
of urinary disturbances, incontinence 
may become a serious economic and 
nursing problem. 


Incidence and Etiology 
It is seen in women as well as in men. 
Childbirth may leave the bladder and 
urethra damaged with poor control. Pel- 
vic tumors, peritonitis, tuberculosis, 
elusive ulcer, or scarring from opera- 
tions may decrease the bladder capacity 
or increase its irritability to the point of 
incontinence. Cystocele is often accom- 
panied by a relaxation of the sphincter 
and a slight leakage which necessitates the 
wearing of pads for life. We have seen 
cases in women in whom ill-advised use 
of instruments greatly damaged the 
bladder neck. In two of these patients, 
there was a complete absence of the 
urethra due to trauma. Since this ailment 
lies on the borderline between gynecol- 
ogy and urology, neither specialty as- 
sumes responsibility for taking care of it, 
hence it is a field in which there is room 
for investigation and progress. 

It is not at all uncommon in men. In 
children, congenital stricture, tumor, or 
spinal cord disease may produce it. In 
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Urinary incontinence is always a dis- 
tressing symptom, especially so in the 
elderly patient. It occurs in both sexes, 
but is most frequent in men with 
prostatic disturbances. It can often be 
helped by tightening levator ani mus- 
cles through perineorraphy. Success- 
ful results have been achieved in cases 
following perineal prostatectomy. 


young adults, it may be caused by injury 
to the perineal or pelvic structures, stric- 
ture following wearing of a catheter, or 
transurethral operations for median bar. 
In older men, prostatic disease is by far 
the greatest single cause of incontinence. 
At the onset of the disease, there is a 
slowly developing irritability of the blad- 
der as the prostate encroaches on the 
urethra. This necessitates more frequent 
trips to the toilet both day and night. It 
also necessitates going more speedily, for, 
once the need to void strikes, the patient 
can hold back only with difficulty and 
finally reaches a stage where he cannot 
control himself, hence dribbles and soils 
his clothes before he reaches the bath- 
room. He is therefore incontinent before 
the prostate is operated upon. If the oper- 
ation is successful, he is relieved. On the 
other hand, if the prostate is quite large, 
-it_ may have encroached upon both 
sphincters throwing them out of function 
partially or completely, so that he suffers 
true incontinence even after operation. In 
some instances, mostly after transurethral 
resections, the sphincter is found to 
be damaged from operation, or there is 
left an irregular mass of tissue, or there 
is severe scarring which stiffens the blad- 
der neck, making it difficult for smooth 
closure of the bladder opening. 
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Rose! has pointed out that in elderly 
men there may be a relaxation of the 
levator ani muscles, permitting the floor 
of the bladder to drop—in effect, causing 
a cystocele in the male. With atrophy of 
the prostate and internal sphincter, this 
could produce a relaxation of the externa! 
sphincter. Certainly the levators support 
the pelvic floor, including the bladder, 
and, in elderly patients, they sometimes 
become relaxed enough to allow fecal in- 
continence. The same relaxation may aid 
in weakening the bladder sphincter. 

Postoperatively, incontinence occurs 
fairly often. Usually it is transient but it 
may be permanent. We have seen it more 
often in patients who have worn urethral 
catheters, particularly large ones—F 22 
or larger—for several days after opera- 
tion. Since it is more common now than 
before the advent of transurethral opera- 
tions, it is possible that the use of an F 28 
sheath may also irritate the mucosa of the 
urethra and cause stricture. The stricture 
is most often near the meatus, although it 
may be found in the posterior urethra. 

Some patients who leave the hospital 
with good control develop incontinence 
after reaching home. In these cases, we 
usually find obstruction from stricture, 
from irritability of an infected bladder, 
and often from too much nursing by 
anxious relatives. Almost invariably 
someone will persuade the patient to 
wear a urinal bag, after which he makes 
no effort to control himself. By dilating 
the stricture, relieving the infection, and 
by insisting that no urinal be worn, the 
patient soon learns to control himself. 

Several writers have described the 
anatomy and physiology of urination. 
We prefer the ideas of Wesson and 
Young? who concluded that urine is 
ordinarily retained in the bladder by the 
contraction of two sphincters, an internal 
and an external, with the prostate gland 
lying between. The internal muscle re- 
mains in tonic contraction holding the 
urine in the bladder. Opening of this 
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internal sphincter is brought about by 
contraction of the trigonal muscle, a flat 
sheet of muscle fibers lying on the floor 
of the bladder and arising as the pro- 
longation of longitudinal fibers of each 
ureter. These descend into the bladder 
and interlace with each other to form the 
interureteric ridge and trigone. This mus- 
cle ends as a tendon going through the 
internal sphincter and is inserted in the 
floor of the prostatic urethra proximal 
to the verumontanum. When it contracts, 
it pulls open the internal sphincter, allow- 
ing urine to pass into the prostatic 
urethra. This in turn stimulates the ex- 
ternal sphincter to relax so that the urine 
can be forced out by the pressure from 
the detrusor muscles. 

From these studies it is apparent that 
any injury or diseased condition which 
throws the internal sphincter out of 
action will permit urine to stay in the 
prostatic urethra. When this occurs, the 
external sphincter constitutes the only 
barrier against incontinence. It performs 
this function very well although, as | 
have said, it may be weakened by the 
pressure of an enlarged prostate or by 
trauma. Such lesions as prostatic enlarge- 
ment may and often do spread the in- 
ternal sphincter muscle out so wide that 
it no longer functions. This explains the 
constant desire to urinate experienced by 
many prostate patients even before they 
have much enlargement. 

Now if Wesson and Young are correct 
in their description of the physiology of 
micturition, what other factors should 
be mentioned in explaining the closure of 
the bladder neck? The principal one is 
that the internal sphincter is mot a cir- 
cular muscle but is composed of longi- 
tudinal fibers of detrusor muscle which 
arise in the floor of the bladder behind 
the internal orifice and run forward on 
either side of the prostatic urethra to 
insertion in that part of the anterior 
urethral wall which is securely buttressed 
against the pubic arch and triangular liga- 














ment. Contraction of this muscle, there- 
fore, pulls the floor of the prostatic 
urethra forward and upward against a 
fixed point in the roof of the prostatic 
urethra and leaves very little work for 
the external sphincter to do. Another 
factor is the tonicity of the levator ani 
muscle, which aids and reinforces this 
coaptation of the posterior and anterior 
walls of the urethra (figure I). It con- 
sists of two broad sheets of muscle, swung 
like hammocks, from front to back of the 
pelvis, one on each side of the anus and 
urethra. It is capable of active contrac- 
tion or relaxation, is the principal sup- 
porting structure of the floor of the pel- 
vis, and definitely lifts the prostate and 
bladder floor upward and forward when 
it contracts (figure II). Its fibers run in 
exactly the same direction as those of the 
internal sphincter and it is innervated by 
branches of the pudendal nerves. In some 
cases of senility, it acts as the principal 
closing mechanism of the anus because 
the external sphincter becomes so weak- 
ened and dilated that it fails to function. 
All these considerations point to the pos- 
sible usefulness of the levator ani in help- 
ing enfeebled or damaged internal sphinc- 
ters to close the prostatic urethra and 





Lévator Ani 


FIG. 1. Levator ani seen from above. 











Fic. 11. Perineal structures seen from below. 


keep it closed until pulled open by the 
trigonal muscle. 


Treatment 
In 1925, in the course of doing perineal 
prostatectomies, we found that incon- 
tinence was sometimes one of the un- 
fortunate sequelae of this operation. The 
technic we used was that of Hugh Young 
and we were very careful to avoid dam- 
aging the external sphincter, pulling it 
well forward, and removing the prostate 
through a V-shaped incision in the pos- 
terior capsule. After shelling out the 
tumor, we used the Davis bag for drain- 
age and control of hemorrhage. The only 
drawback to the technic was that seven 
or eight days later the bag had to be 
deflated and pulled out through the 
perineal wound, tearing out some of the 
prostatic stitches as well as those which 
brought the levators together. In 1925, 
-we were unfortunate in having a case of 
complete incontinence following one of 
our perineal prostatectomies. The patient 
remained in the hospital from August 
1925 until March 1926, dripping all the 
while. That month we read a short arti- 
cle in Surgery, Gynecology, and Ob- 
stetrics in which Keyes reported a similar 
case,’ successfully cured by a secondary 
perineorrhaphy, in which the bulb was 
fastened in the angle between the levator 
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Fig. ut. The Keyes perineorrbaphy. 


muscles (figure IIL). We performed this 
operation on our patient and he prompt- 
ly began controlling his urine quite well. 


Case 1. C. L. C., aged 81, was admitted to 
hospital June 17, 1925, suffering from hyper- 
trophied prostate. Because of his advanced age 
and feeble condition, he was not operated 
upon suprapubically but was referred to us for 
perineal prostatectomy which was done on 
August 17, 1925. He healed slowly and without 
mishap except that he was totally incontinent. 
He remained in the hospital with no improve- 
ment in this particular. Massage of the pros- 
tatic bed was employed, in the hope of soft- 
ening up scar tissue, but it made no difference. 
On March 23, 1926 he was operated upon by 
the Keyes method of bringing the levators 
together and suturing them to the posterior 
end of the bulb. This was done under local 
infiltration. Five days later he noticed that 
he could hold his urine for two hours without 
dribbling, then it would overflow suddenly. 
We concluded that the sudden spasm was due 
to bladder irritability and began stretching the 
bladder, which at this time had only 2.5-o0z. 
capacity, with injections of sterile water. The 
length of time between urinations improved 
daily until, when his bladder held the normal 
amount, he could go all night without trouble 
and could start, stop, or hold his urine in the 
daytime as well as anyone. 





Two years later we had a similar case. 


Case 2. H. S., aged 74, was operated upon for 
hypertrophied prostate by the perineal meth- 
od April 26, 1928. He healed unusually fast 
and was dismissed on May 15, in excellent 
condition except that he dribbled urine when 
he coughed, sneezed, or otherwise strained. 
He remained at home until October 24, when 
he returned to the hospital for correction of 
the dribbling, which had improved slightly 
but was still troublesome enough that he did 
not like to attend social events, church, and 
so on. The next day the Keyes operation was 
performed under local anesthesia. He healed 
uneventfully and was discharged November 
4+, entirely continent. We know that he had 
no further trouble. 


Discussion 


From 1925 to now we have had eight 
other cases of incontinence and have 
found this operation effective in all but 
one, which has been reported else- 
where.’ We have also used it in younger 
patients who were incontinent from 
epispadias or meningocele and have ob- 
tained excellent results in each case. 

Among other causes of incontinence 
are perineal cellulitis, trauma from pelvic 
fractures, or accidental transurethral cut- 
ting of sphincters. Of course, some of 
these cases are so serious that they are 
impossible to cure. Experience teaches 
us, however, that careful work along the 
lines suggested will be followed by a high 
percentage of improvement. The cardi- 
nal principles involved are: 

A. Work through a transverse perineal in 

cision. 

2. Free the sphincter area from stiffness 
caused by scar tissue, if any. 

3. When possible, tighten the damaged ex- 
ternal sphincter as accurately as possible by 
transverse sutures in the outer layers (we have 
had no occasion to do this as yet). 

4. Reinforce the weakened sphincter with 
Keyes perineorrhaphy, as described. 

5. Leave a small indwelling catheter (F 18) 
in the urethra for eight to ten days. 
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Painless myocardial infarction 


in psychotic patients 


ARNOLD L. LIEBERMAN, M.D., PH.D. 


NORTHPORT, 


® Medical teaching stresses, and rightly 
so, the central role of pain in the symp- 
tom-complex preceding myocardial in- 
farction. Harrison devotes an entire chap- 
ter to a careful analysis of “the location, 
quality, duration, and behavior of the 
pain [and] the circumstances that 
provoke or relieve it.” 
Wyburn-Mason discusses the left- or 
right-sided reference of anginal pain and 
tacitly assumes that pain is the one symp- 
tom most always present and most sug- 
gestive of oncoming disease.2 Gammil 
and co-workers state that the chief com- 
plaint of all patients is severe and per- 
sistent pain in the chest.* The face-hand 
test differentiates somewhat between gen- 
uine organic disease and such conditions 
as anxiety or depression.’ In their book, 
Pain Sensation and Reaction, Wolff, 
Hardy, and Godell present little that is 
pertinent to the problem in hand.° 
Two cases of silent myocardial infare- 
tion are reported by Segal, who notes 
that, in patients who are unconscious as a 
result of surgical anesthesia, diabetic 
coma, and so on, infarction can occur in 
absence of subjective complaints.° He 
points out that symptoms of cardiac 
asthma can mask angina. A. Earle and 
B. V. Earle note that cold-pain response 
is diminished in schizophrenics because 
of “altered emotional organization.””* 
According to Dr. H. Zobel, psychiatrist 
in charge of the chronic patients at 
Northport Veterans Administration Hos- 
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Psychotic patients often do not ver- 
balize their pain. Whenever there is 
objective evidence of coronary occlu- 
sion, lack of expression of pain must 
not deter the physician from suspect- 
ing the disease. Many severely ill psy- 
chotics are not treated because their 
organic ailments are not identified. 


pital, “all psychiatrists . . . have observed 
patients suffering from an acute abdo- 
men, ruptured gastric ulcer with peri- 
tonitis, gallbladder or renal colic, and 
coronary occlusion, with little or no sub- 
jective complaint of pain. . . . This high 
pain threshold has been ascribed to many 
causes, none of them conclusive. The 
psychologic mechanism is a complete 
withdrawal from reality and pain. . . .” 

Indian fakirs who are able to walk over 
red-hot coals with bare feet furnish an 
example of self-hypnosis rather than 
withdrawal. Of course, we are familiar 
with cases of soldiers so intensely excited 
during combat as to be oblivious of their 
wounds until they are unable to move 
further because of a shattered leg. Hyp- 
notized persons submit to pin pricks 
without flinching. 

Marchand was the first to fully discuss 
the problem of myocardial infarction in 
psychotic patients.*: He analyzes his ma- 
terial carefully. During a period of seven 
years he collected 99 cases diagnosed as 
myocardial infarction. In 83, diagnosis 
was confirmed by autopsy or electro- 
cardiogram. Of these, 51 met criteria for 
acute cases, but chest pain was present in 
only 7 of these. If the 32 chronic cases 
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are added, we have exactly 7 out of 83 
with pain as a presenting symptom. Four 
patients were picked up and diagnosed 
as having an acute infarction because of 
a change in their psychotic behavior. 
Marchand compares the reactions of a 
psychotic with those of a normal pa- 
tient lobotomized for relief of pain: “The 
meaning of pain is lost.’® 
At our hospital, in the past two years, 
a new diagnosis of coronary thrombosis 
was made in 56 inpatients and 7 non- 
psychotic admissions. Of the latter, only 
one died, and all 7 had typical pain as the 
presenting symptom. Of the 56 inpatients, 
the diagnosis was confirmed either at 
autopsy or by unequivocal electrocar- 
diogram tracings. In only 7 of these pa- 
tients was there any notation of pain. 
Actually, only 3 had this as the present- 
ing symptom. Thirty-one deaths out of 
56 known cases give a mortality of no 
less than 55 per cent. The usual expected 
hospital death rate is about 25 per cent. 
As our hospital population averages about 
2,500, this made us suspect that there 
were on the wards some 30 to 50 cases of 
relatively recent myocardial infarction 
that had given no symptoms and were, 
therefore, unsuspected. We have started 
an intensive electrocardiographic survey 
of all patients over 35. We already have 
indications that the final number of cases 
so picked up will be higher than the ex- 
pected projection curve. 
The following are typical histories: 
G. R., aged 57, was found to have a normal 
electrocardiogram in July 1953, although be- 
nign hypertension was present. The same was 
true in August, 1954. The patient was notice- 
ably delusional but considered cooperative. 


On February 25, 1955, he was seen by the 
psychiatrist because the aide observed that he 
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was “extremely quiet.” Physical findings 
showed a blood pressure of 155/85. There 
were no complaints of any sort and the pa- 
tient was satisfied to work in the clothing 
room. An electrocardiogram was requested 
and a “massive, anterolateral infarct” was 
found and the patient went through a com- 
pletely uneventful course of recovery. On 
March 3, 1955, white blood count was 13,600 
with sedimentation rate of 75. His tempera- 
ture never exceeded 100.6° rectally. 

N. W., aged 73, was observed by an aide to 
become pale and stop eating while in the din- 
ing room. The patient was transferred to the 
medical ward. The first electrocardiogram 
was normal and physical examination was 
completely unrevealing. Nevertheless, the pa- 
tient was kept for observation. Within two 
days, a second electrocardiogram revealed a 
massive anterior infarct which proceeded to 
go through usual evolutionary pattern. Typi- 
cal note in the records was: “Patient com- 
fortable. No complaints.” 


We agree completely with Marchand, 
who said, “We have to depend on alert- 
ness of psychiatric aides who live with 
patients from day to day to call attention 
of the ward physician to any change 
whatever of the patient in their charge.” 

Psychotic patients do not verbalize 
severe pain. They are not inured to sen- 
sation but withdrawal prevents the pain 
from penetrating to their consciousness. 

All physicians, psychiatrists, and non- 
psychiatrists should recognize this phe- 
nomenon. When examining a known or 
even suspected psychotic, this absence of 
pain must be taken into account. When- 
ever the condition points objectively to 
a coronary occlusion, ruptured peptic 
ulcer, biliary or renal colic, or any other 
usually agonizingly painful disease, the 
lack of pain must not deter the physician 
from, making the proper diagnosis and 
instituting appropriate therapy. 
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Nutrition of aged cardiac patients 


HENRY A. MONAT, M.D. 
WASHINGTON, D. C. 


® Nutritional objectives for aged cardiac 
patients are to reduce the effort of the 
heart, to maintain the patient in compara- 
tive vigor, and to give him food which 
he can assimilate. I should like to present 
a simplified method by which a cardiac 
can be given a well-balanced diet, which 
will protect the liver and also decrease 
the effort required of the heart. 

The majority of aged cardiac patients 
who are seen in clinics or offices are in 
a deplorable nutritional state. Although 
many are given different inducements 
to improve this status, the various cardiac 
drugs, such as digitalis and mercurials, 
reduce the desire for food. 

Many of these patients will tell you 
that they cannot take fruit juices, milk, 
iron, or vitamins because these items 
violently disagree with them. They tell 
you that they live on very little and, to 
stimulate the appetite, take coffee or 
alcohol. Many will tell you that they are 
constipated and take laxatives regularly. 
Consequently, most of these unfortunate 
patients are starving themselves, not only 
calorically but nutritionally as well. 

The diminished appetite caused by car- 
diac drugs, the purges which reduce the 
vitamins, minerals, and electrolytes from 
the body, are condemning these persons 
to inevitable deterioration. It can be con- 
cluded, therefore, that, to make these 
cardiac drugs more effective, it is im- 
portant to create more vitality in these 
patients. By nature of age and disease, 
their point of food satiation is low, so 
that introduction of this new dietary con- 


HENRY ANATOL MONAT specializes in gastroen- 
terology in Washington, D. C. He served as 
associate professor of internal medicine, George- 
town University, and as chief of the Gastro- 
scopic Clinic, Georgetown University Hospital. 


A new nutritional concept for aged 
cardiacs is presented, based on a sub- 
maintenance diet low in calories but 
high in nutritional requirements and 
vitamins, with resulting improvement 
in general well-being of the elderly 
patient. Thus, by increasing effective- 
ness of cardiac medication, demand 
for such medication is diminished. 


cept is not only easy, but is followed 
by rapid improvement in health and di- 
minished requirement for cardiac drugs. 

In writing this diet, it is necessary to as- 
certain the patient’s ideal weight in kilo- 
grams. Calculations should be based not 
on the patient’s actual weight, but on his 
ideal weight for height, age, and body 
build. For instance, a man of 50, 5 feet 
tall, of asthenic habitus, may weigh 180 
lb., but his ideal weight is 134 Ib. There- 
fore, all dietary calculations are based on 
this ideal weight. 

We allow 20 calories per kg. of body 
weight. We give one gm. of protein per 
kilo body weight, 0.5 gm. of fat per kilo 
body weight, and the rest is allotted to 
carbohydrates. Thus, our hypothetic in- 
dividual whose ideal weight is 134 lb., or 
60 kg., would be placed on a diet of 1,200 
calories of which 60 gm. would be pro- 
teins; 30 gm., fat; and 172.5 gm. of car- 
+ohydrates. The patient’s metabolism is 
allowed to adjust to this diet which should 
begin while he is on bed rest. 

The patient should be instructed never 
to eat when nervous or fatigued. He must 
eat deliberately. The surroundings must 
be made pleasant; harsh noises and all 
disturbances should be avoided at the 
table. Once seated, the patient should re- 
main at the table. 

Ordinarily, because of advanced age, 
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the digestive system in these patients is 


atonic. They have either gastric hypo- 
acidity or anacidity, and usually poor 
chewing dental surface. Therefore, their 
meals must be very bland, with no con- 
diments; small in quantity and served at 
one time; fluids not too hot or cold and 
sipped through a straw; and diluted HCl 
wx Acidulin to be given with meals. 

Attention should be paid to patient's 
bowel movements, which should be regu- 
lated without resorting to cathartics. Oil- 
retention enemas may be used in cases 
of obstipation or sma!l—one or two 
glasses—starch enemas given daily. 

The amount of liquids and salt a cardiac 
should take has always been a debatable 
question. We are inclined to believe that 
strict discipline as to intake of salt, not 
exceeding 2 gm. per day, will prevent 
congestive failure and necessity for di- 
uretics. In the matter of fluids, we believe 
that with our diet the patient can take 
2,000 to 3,000 cc. of fluids daily without 
any complications. Low-salt milk should 
be used and also salt-free bread. The fol- 
lowing foods should be avoided: tinned 


vegetables or their juices, dry cereals, 
beets, spinach, celery, bacon, oleomar- 


garine, and salt-water fish. Foods, such as 
sweetbreads, liver, brains, or tripe should 
be incorporated in the diet. At least one 
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quart salt-free skimmed milk, one 8-o0z. 
glass of citrus fruit juice, lean meat or 
fresh-water fish, vegetables other than the 
ones prohibited, and fruits and eggs with- 
in the 1,200 calorie count, should be eaten 
daily. An important fact to remember is 
that meat and desserts containing sugar 
will give the patient a sense of satiation. 

It is also expedient for the patient to 
avoid high-cellulose vegetables and fruits, 
fried foods, spiced and smoked fish and 
meats, gravies, hot breads, iced drinks, 
condiments, beverages with high alco- 
holic content, excess tobacco and coffee. 

He must have adjunctive dietary fac- 
tors daily, such as: calcium, 0.8 gm.; iron, 
12 mg.; vitamin A, 25,000 I.U.; thiamine, 
10 mg.; riboflavin, 10 mg.; niacin, 16 mg.; 
B,., 5 micrograms; folic acid, 2 mg.; 
ascorbic acid, 150 mg.; vitamin D, 1,000 
LU. 

When the patient is first placed on this 
diet, in addition to the advice already 
discussed, we also give daily intramuscu- 
lar injections of 100 mg. thiamine and 30 
micrograms B,, for twenty to thirty days, 
or until definite improvement is shown. 

Paradoxically, this calorically submain- 
tenance diet in a short time improves the 
patient’s general physiologic processes. 

Presented at the Third International Congress 
of Gerontology. London, July 1954. 
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Psychotherapy with elderly people 


JOOST A. M. MEERLOO, M.D. 


NEW YORK, NEW YORK 


@ The problem of psychotherapy with 
the aged presents various aspects of favor- 
able approach. To illustrate this, I should 
first like to describe some social aspects 
of the care of the aged, because they re- 
flect society’s tolerant or prejudiced at- 
titudes. 


Medieval Care of the Aged 


Those who visit the Lowlands and want 
to see some monumental images of the 
past, will do best to study the solution 
of some geriatric problems at the close 
of the Middle Ages. A local guide will 
lead the visitor to many ancient monu- 
ments called Hofjes, the Courtyards of 
the Old Aged, inspired by the chivalry 
of that time. I mention only Bruges and 
Ghent in Flanders, and Leyden, Haarlem, 
and Amsterdam in Holland. In the midst 
of busy Amsterdam you step suddenly 
into the fragrant quietness and beauty of 
ages ago when you come across such a 
courtyard, called the béguinage. Here a 
group of aged people live, each in his 
own tiny home, without paying rent. 
These courtyards form geriatric com- 
munities within the community. 

In some Hofjes, there is supervision; 
in others, greater luxury; and in still 
others, more emphasis on the religious 
attitude. But in all of them there is an 
underlying attitude of mutual help and 
self-government of the aged, carried on 
in a spirit of gratitude of society toward 
its elders. There is no rigid institutional- 
ization or exploitation, but a return to a 
self-help atmosphere amid relaxation. 
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A combination of social care in the 
home and psychotherapy in the con- 
sultation room can make favorable 
changes in the neurotic picture in old 
age. Those persons who think they 
have no future must be brought back 
to the past in order to accept the pres- 
ent. Psychotherapy helps elderly peo- 
ple rediscover hidden resources when 
they receive the attention they im- 
agine to be lost. 


Under the influence of the Crusades 
and the more intensified spread of Chris- 
tianity, a greater emphasis on mutual 
hospitality and charity developed. The 
hospitals of the Middle Ages were, as the 
word indicated, real hostels, or guest- 
houses, founded by a charitable noble, a 
religious order, or a township, to nurse 
the poor and the sick and to render hos- 
pitality to strangers. Such courtyards, or 
Hofjes, were already established in the 
fourteenth century in Haarlem. A court- 
yard from the sixteenth century in the 
Hague is shown in figure 1. 

In the seventeenth century, when Hol- 
land went through its golden epoch, more 
luxurious courtyards for the old and poor 
were built. The movement of organized 
social work under the guidance of proud 
women regents spread. You will find pic- 
tures of those early women social work- 
ers painted by Franz Hals and Rem- 
brandt. Even nowadays, the idea of the 
béguinage and special courtyards is still 
alive, and not only for poor people. Last 
summer I visited several newly built com- 
munities where even fairly well-to-do 
older people can live in guided inde- 
pendence and close access to neighbors. 
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ric. 1. Holy Ghost Court, a sixteenth-century 
community for the elderly in the Hague. Pho- 
tograph by Dr. D. P. M. Graswinkel, Neder- 
landsche Hofjes; reproduced by permission of 
Allert de Lange, Amsterdam. 


Social Care in the Homes 


Because we realize more and more that 
senile dementia often is a traumatic re- 
action to an organic brain process, a 
form of temporary disintegration, we 
become more optimistic in our work with 
the aged in psychiatric out-patient clinics. 

In the Vanderbilt Clinic in New York, 
with the aid of the social worker, Mrs. 
Jessie Herkimer,? we were able to start 
a special project influenced by the lack 
of specialized geriatric communities with- 
in the community. Many senile and pre- 
senile patients came to our clinic, receiv- 
ing mostly supportive psychotherapy 
and sedative medication. In our new ap- 
proach to them, two therapeutic princi- 
ples were stressed: 
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1. Get away from the administrative desk 
and the office and visit the patients in their 
homes. This means really visiting them as a 
guest and not mothering them or advising 
them as an authority. This token visit often 
did much more for the lonely and suspicious 
senile patient than any therapeutic talking-to 
in the clinic. For the patients, the visit and the 
cup of tea they were allowed to prepare for 
their visitor signified more understanding 
than all the medical lingo. 

2. Work out creative activities for them, 
not occupational therapy in the dry sense of 
the word, but normal, useful activities. We 
often forget that man remains biologically 
dependent on social participation. Loneliness, 
even when self-chosen, disintegrates the men- 
tal processes of most of us. 


- 


One of our 72-year-old women be- 
came a satisfied and satisfactory switch- 
board operator, another a baby sitter, a 
third one a cook, and a fourth started to 
paint. 

Our emphasis was on an attitude away 
from the professional fetish, the office 
and the desk. This is true for both thera- 
pist and social worker. And we were 
amazed to observe the psychologic im- 
provement among the old ladies. 

I owe much of my insight into this 
problem to my experiences with the 
Social Psychiatric Service of the City of 
Rotterdam, where such regular home 
service for the psychiatric aged has ex- 
isted since 1927. For the city, this was 
not only charity but also a means of 
keeping down the number of hospitalized 
patients, while the patients themselves 
felt much happier. 

In this country, S. H. Kubie, in co- 
operation with Miss Landon, tells about 
their successful group work with the 
aged.* Both report the same tremendous 
increase of social interest and mental im- 
provement, when this group gets the 
attention it needs so much. 


Some Technical Points in Individual 
Psychotherapy 
One-twelfth of our present population is 
over 65 years of age. The fact that two- 
thirds of persons over 65 are dependent 
for support on the community or on rela- 














tives, and that more than one-half of 
these two-thirds are women, makes the 
field of psychotherapy in old age limit- 
less. In view of the economic status of 
most of the patients, the therapist usu- 
ally has to lower his fee or decrease the 
frequency of treatment hours. This, how- 
ever, does not mean that an analytical 
form of psychotherapy is impossible. 

The transference situation—the doctor- 
patient relationship—in therapy with the 
aged is different than it is with younger 
people. The therapist is more often than 
not younger than the patient, and be- 
cause of this he often represents, instead 
of a parental figure, one of the children 
of the patient. For the most part, a com- 
bination of parental and filial images is 
transferred to the therapist. The counter- 
transference—the unconscious attitude of 
the therapist—is often more difficult to 
check. Treating a life of decline wounds 
our medical narcissism and our magic 
expectations. We have to be all the more 
certain of having conquered our own 
parental involvements.° 

Time and patience given to older peo- 
ple, who feel themselves lost in a hostile 
world, often build a strong patient-doctor 
relationship. As a result, patients, even 
those with existing cerebral arteriosclero- 
sis, experience a remarkable clearing of 
mental functions. An important part of 
the relationship is that there is no thera- 
peutic indication to solve the transfer- 
ence purposefully. Although a social 
worker may gradually take over or co- 
operate, the best form of therapy is to 
stick to the relationship and to substitute 
for the patient the lost social contact un- 
til he is able to make new relationships. 
In the clinical setting, we have found 
that, even when the patients themselves 
ask for the dismissal signal of being called 
“cured,” it is better to let them come 
back from time to time, so that they may 
feel that contact is not lost. The same 
strategy is to be followed with patients 
seen in private psychotherapy. 

Once a medical student asked me quiz- 





zically why we so ardently tried to treat 
with long-lasting and slow psychother- 
apy those patients who had no future. I 
answered him: “Because psychotherapy 
gives them back their past.” For many a 
patient, it is a stimulating experience to 
discover that his own past can be ex- 
plored in the service of today’s self-un- 
derstanding and renewed adjustment. 
Those who think that they have no fu- 
ture must be brought back to the past in 
order to accept the present. As a matter 
of fact, we encounter a steady increase 
of childhood memories which patients 
spontaneously relate to actual happen- 
ings. Even the analytic technic of free 
association is experienced by these pa- 
tients as a true liberation from their fear 
of chaos and loss of control. Detecting 
the determined in what seemed chaotic 
to them is quite an adventure and en- 
hances the transference and the thera- 
peutic goal of self-acceptance. Analytic 
psychotherapy helps them to rediscover 
hidden inner resources. 

The handling of therapeutic resistance 
in old people is quite different from the 
way we deal with it in young patients. 
When the patient comes to the therapist 
with suspicion and anxiety, it would be 
bad strategy to stir up his emotions 
through continuous investigation of what 
he is unable or unwilling to communicate. 
In these cases, we have to deal with a 
spontaneous breakdown of ego defenses 
and a failure of defensive systems around 
an overcritical superego. The analyst, 
as it were, has to play the role of a more 
benevolent superego, or conscience, and 
help the patient to feel less regretful and 
punishing toward. himself. This is espe- 
cially the case in reactive depressions 
and agitated depressions. We have to 
show our patients that they can adapt 
to new circumstances with less remorse 
and compulsiveness. 

Our interpretations may be of a more 
intellectualizing nature than when treat- 
ing younger neurotics. | remember, for 
instance, an old lady who complained of 
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rhythmic beating and auditive hallucina- 
tions during the night. She became re- 
assured after being informed that the 
strange rhythm was aroused by hearing 
the circulation of the blood in her own 
vessels. It had caused an anxiety-provok- 
ing process. In due course, she stopped 
the secondary hallucinatory distortion of 
this arteriosclerotic symptom. 

The guided readaptation to strange 
body feelings not previously experienced 
plays an important, supportive role in the 
psychotherapy of the arteriosclerotic pa- 
tient. But, from time to time, we shall 
have to borrow from the pharmaco- 
therapeutic arsenal what understanding 
and catharsis cannot immediately deliver 
to the patient. However, there exists, 
especially in old people, an iatrogenic 
neurosis, the result of a symbolic hoard- 
ing of medicaments by the patient and 
polypragmatic prescription by the phy- 
sician. In several clinical cases, we had to 
take away the whole pharmacopeia that 
served only as a useless symbol to stave 
off feelings of decline and death. 


The Treatment of an Individual Case 
In several cases, the same rules of psy- 
chotherapy can be applied that are used 
with younger people. That is why I want 
to report the following case as typical 
for this age group. 

The patient, a 72-year-old bachelor, 
had a syndrome of agitated melancholia 
after a gallbladder operation, the first 
ailment in his life. He could not sleep 
any more, could not stop crying, and the 
slightest noise disturbed him. He heard 
all the steam pipes of the central heating 
system as hostile voices, plotting against 
him. He began to worry about his food, 
thinking that it contained poison. He 
could not concentrate any longer on read- 
ing, and he became impotent. 

This man was sent to me for psycho- 
therapy after electroshock treatment had 
made him more agitated, and _institu- 
tional treatment seemed to be indicated. 
During his first interview, this highly in- 
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telligent man showed himself very hostile 
toward every form of medical treatment. 
All he wanted was to obtain sleeping 
drugs, which he did not get from me. He 
accused the surgeon and the therapist 
who had given him electroshock therapy 
of having caused his predicament, prov- 
ing thereby that many of his symptoms 
were more neurotic than psychotic. In 
the beginning he resented my interview, 
because up to now nobody had bothered 
to question him about himself and his 
past. 

During his entire life, our patient had 
been a stingy, compulsive man, finan- 
cially responsible for his family in which 
mental and physical diseases were preva- 
lent. He often had nightmares. One 
dream, however, was a typical sex dream 
of women lying in his arms. In relating 
the dream he started to laugh for the first 
time and readily admitted that he resent- 
ed his illness and weakness very much. 
He admitted that he used the surgeon 
as a convenient scapegoat. 

We started an analytically oriented 
form of psychotherapy of two sessions 
a week. The payment roused the great- 
est resistance. He wanted to pay me only 
by sending some of his wealthy friends 
to me. 

All in all, we saw each other 19 times 
in the course of two and_ one-half 
months; then he left me, grumbling about 
the final payment, but much improved. 
Now, three years later, he is still in good 
shape, reporting to me from time to time. 

During the period of therapy, which 
started with a rather good interpersonal 
rapport, the nightly anxiety disappeared 
after the third session. The same thing 
happened in regard to the steam-pipe hal- 
lucinations, which he began to explain 
not as a plot against him but as a result 
of his own oversensitivity. He produced 
dreams at every session, which he started 
to interpret himself without any inter- 
vention by the therapist. So uppermost 
were they in his mind that some dreams 
pictured direct childhood memories. Spe- 











cial anxieties made their appearance—anx- of an eventual trip he did not want to 
iety about taxes, about food, about los- take. 

ing affection. Other anxieties involved In later dreams the girls forgave him 
the fear of blackmailing women or of his impotence. And in the last dreams he 
being eaten by a dog. There were re- let other people jump out of the window. 
peated nightmares and feelings of suf- In the meantime he had been able to go 
focation. back to work. 

In a later period, his basic fear of near- As far as his own anxiety feelings were 
ing death came more clearly to the fore- concerned, he gradually made a more 
ground. There was fear of sleeping philosophical pact with death, and let 
drugs—fear that they would not work other people go before him. Our trans- 
too well or would kill him. He dreamed, _ ference relation was always, as he felt it, 
for instance, that his suitcase was stolen, on a teacher-student basis. He, by pro- 
as a magic defense against the last trip ducing unconscious material, was in- 
to nowhere. Let me report one dream _ structing me. After his cure and dismissal, 
more precisely: “I was in the railroad _ he stuck to that notion and kept on send- 
station brying a ticket. There was not ing me clippings from time to time. 
much time. The clerk stood on the same The importance of this case lies in the 
side as I, and gave me some change. I therapist’s role: indeed, I did play the 
put it with the ticket in my side pocket. _ part of a student. This role-taking on my 
Will I find the ticket? Will I be able to part freed the patient from his anxiety 
catch the train? The loudspeaker voice and _ hallucinatory distortions of reality. 
called the passengers to track 999.” This therapeutic situation was in contrast 

In an orthodox analysis, the attention to what he felt had been an authoritarian 
would be directed more to specific sym- intrusion by the surgeon into his illu- 
bolism. In this case I limited myself to sion of longevity. As a matter of fact. 
letting the patient understand the general this patient was a real teacher. He shared 
patterns. Track 999 was for him the last his own insight regarding the fallacies 
station of departure. He spontaneously of old age. He was a sharp and witty 
interpreted the other part of the dream, observer, and helped me to enrich my 
that of his unwillingness to go. The clerk knowledge of psychotherapy with the 
was the analyst selling him the certainty elderly patient. 
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The fallibility of the 
glucose tolerance test in the aged 
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EVANSTON, ILLINOIS 


@ It is well known that tolerance for 
sugar diminishes with advancing years 
and it is unlikely that anyone interprets 
sugar tolerance tests literally in patients 
past 65. This paper presents a review of 
the subject based upon study of women 
residents of a home for the aged over a 
period of three years. The standard oral 
three-hour glucose tolerance test was 
given to 106 subjects who were free of 
known diabetes, liver disease, or func- 
tional disorders of the thyroid. The test 
was repeated in one year on 82 subjects 
and again a year later on 27. The sugar 
method was that of Folin and Wu. 


Nature of the Sample 


The series consists of 106 women initially 
in the age bracket of 65 to 85 years. The 
distribution by age is given in figure I. 
It is reasonable to believe that the sample 
is representative of women in this age 
spread, judged by the following criteria. 

Weight. Figure II compares the 
weights of the individuals with norms 
derived by the Metropolitan Life Insur- 
ance Company. Since there are no norms 
after age 60, it is the practice of this com- 
pany to employ average values for t':e 
ages 55 to 59 in appraising the weights of 
persons 60 and over. On the basis of such 
average values, it can be seen that our 
subjects tended to be under rather than 
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Annual sugar tolerance tests on a 
group of aged women, appraised by 
conventional standards, revealed poor 
correlation between the laboratory 
result and the clinical state of the 
patient. Hyperglycemic curves in 
this group were not closely associated 
with disease conditions that are often 
identified with the diabetic state. 


over average weight. This impression is 
illusory. The woman who contributes 
the value falling on the mean is short and 
rotund. The conclusion follows that it is 
usual for persons in this age group to be 
obese. Judged by a better standard— 
ideal weight referred to ages 25 to 29— 
this trend becomes very apparent, as 
shown in figure III. Since obesity has 
been related to glucose metabolism, the 
ideal weight appears to be a more valid 


of women 


Number 








65-68 69-72 73-76 77-80 «= 81-84 85-88 
Age by years 


ric. 1. Distribution of sample by age. The series 
is spread smoothly over the age bracket under 
consideration. 














standard of reference for our appraisal 
of the glucose tolerance tests given here. 

Liver function. Only 2 cases of clearly 
established liver disease were encountered 
in our population. They were not in- 
cluded in the study. The total serum pro- 
teins, albumin, and globulin were normal 
in all others, as was the proportion of 
esterified to free cholesterol. No further 
tests of liver function were done. 

Heredity. Five persons, or 4.7 per cent 
of the group, admitted diabetes mellitus 
among progenitors or siblings. 

Vascular status. Twenty-one of the se- 
ries, or 19.8 per cent, either showed elec- 
trocardiographic residues of myocardial 
infarction originally, or have since 
showed evidence of these changes. These 
subjects were extracted for comparative 
study later. 

There are 3 women who have inter- 
mittent claudication or its equivalent. 
The incidence of night cramps, past or 
present, is about what would be expected 
in this age group, as is the occurrence of 
early senescent change in cerebration. 
Almost all have nocturia. 

Albuminuria was seen occasionally in 
63, or 59.4 per cent of the group. Casts 
were seen in 56, or 52.8 per cent. Albu- 
min and casts were found in 36, or 34 
per cent. This last group has been ex- 


tracted for comparison with the whole 
group. 

Spontaneous glycosuria was found in 
one subject. 

Glycosuria during the test was shown 
by 22, or 20.8 per cent. These have also 
been compared with the entire group. 

Blood pressure for the group averaged 
165 + 29 mm. Hg systolic, and 81 + 15 
mm. Hg diastolic. 

Dietary preparation. It is difficult to 
appraise this accurately because of the 
latitude for selection afforded in the din- 
ing room on one hand, and the individual 
limiting factors of whim and diverse 
medical necessities on the other. How- 
ever, carbohydrate was well represented 
and it can be assumed that each resident 
received at least 125 gm. per day, a value 
that Mosenthal considers adequate to as- 
sure a glucose tolerance curve of normal 
proportions.” 

Activity. Blotner® and later Marble* 
ascribed the decreased sugar tolerance of 
older persons to relative inactivity, point- 
ing out that most data have originated in 
hospitals and homes for the aged. While 
our population is in a home for the aged, 
it is an unusual one. All subjects were 
ambulatory and physically active, having 
been screened for these characteristics 
before admission to this new institution. 


DISTRIBUTION OF WOMEN IN EACH TEST BY PER CENT OF WEIGHT VARIATION 
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FIG. U. Variation from average weight. In com- 
parison with their contemporaries in the gen- 
eral population, our series tended to be under- 
weight on the first test and to approach parity 
on the second test. 
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Fic. 11. Variation from ideal weight. By a more 
nearly absolute standard, members of the series 
tended to be overweight on the first test and 
more so on subsequent tests. 
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Results such persons might make to the discovery 
The composite curve for 106 initial tests rate in screening a large population group 
is given in figure IV. The shaded area for diabetes would appear to be consider- 
encloses one standard deviation. We shall able unless some correction is allowed 
examine the data later, by groups, to see for age brackets. 
who weights this average curve in the If we concentrate on a peak level of 
direction of hyperglycemia. 170 mg. per cent or more at a7y time in 

Pertinent at this time is an appraisal the first test, we discover 78 “diabetics.” 
of individual results in relation to those If we follow Marshall’s criteria for aged 
parts of the curve leading to a suspicion persons" and consider a peak blood-sugar 
of diabetes mellitus. If we consider a value of 240 mg. per cent or over, with 
two-hour postprandial blood sugar level failure to return to normal in two and 
of 170 mg. per cent to be critical, ap- one-half hours, as indicative of diabetes, 
proaching Wilkerson’s criteria in the Ox- We will identify 24, or 22.6 per cent of 
ford studies,” we emerge with 36 “dia- Our population as “diabetic.” 
betics” in the whole group. This is too If we isolate the fasting blood sugar 
far out of line with the clinical fact to as the sole criterion, we will find 4 “dia- 
deserve consideration, even if we elim-  betics.” This figure more nearly ap- 
inate 6 per cent of the number as being proaches reality. Of these 4 subjects, 2 


due to rebound, as Mosenthal suggests.? might be considered to respond to con- 
If we approach Wilkerson’s criteria more current infections as a diabetic would. 
closely and limit selection to those show- Who contributes the high values to the 
ing a two-hour level of 170 mg. per cent composite curve? 

or more with concurrent glycosuria, we Table 1 subdivides the group accord- 


still have 13 “diabetics” and the same ob- ing to several characteristics that have 
jection applies. The contribution that — been associated with the diagnosis of dia- 


COMPARISON OF AVERAGE GLUCOSE TOLERANCE CURVES 
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For entire series For 21 women with myocar- For 36 women with albumin 
dial infarction and casts 
FIGS. IV, V, and vi. The average glucose tolerance test for the entire group tends to be high and pro- 
longed. One standard deviation from average values is represented by the shaded area, which 
serves as background in all subsequent figures. 
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betes mellitus. Let us inspect the com- 
posite, initial glucose tolerance curves of 
each of these subgroups, comparing them 
with the composite, initial experience for 
the entire group. Although such average 
values will modify individual perform- 
ances by leveling the extremes, the num- 
bers in each group are large enough to 
ensure the expression of trend. 

The composite initial curve for the 21 
women with myocardial infarction is 
superimposed upon the total first-test ex- 
perience in figure V. It does not appear 
that these vascular accidents are asso- 
ciated with unusual deviation of glucose 
tolerance in these subjects as compared 
with their contemporaries. 

The composite curve for the 36 mem- 
bers with albumin and casts is superim- 
posed upon the total first-test experience 
in figure VI. They too appear to adhere 
fairly closely to the average of the entire 
group. 

The average data for the 42 members 
who were from 11 to 40 per cent over 
ideal weight were superimposed in figure 
VII. They do not contribute to the 
higher values at any stage of the test, nor 
does the degree of overweight appear to 
be related to the degree of test abnor- 
mality. Average data for 34 members 
who were from 1 to 30 per cent wnder- 
weight are shown in figure VIII. Their 
lean habitus does not appear to exert any 
great influence in favor of a normal test. 

Figure IX shows the comparative data 
for 26 women who gained from 10 to 
30 pounds in the twelve-month interval 
between the first and second tests, with 
an average gain of 17 pounds. Here too, 
the increment of weight exerts no in- 
fluence. Despite the unfavorable terms of 
a selection that was based on increased 
weight, an additional year of age does 
not seem to have resulted in lessening of 
glucose tolerance, as reported by Hof- 
statter for 57 per cent of her group.’ 

Age as related to the results of the tests 
is shown in figure X. Composite curves 
are shown for the upper, middle, and 








TABLE 1 
INCIDENCE OF ASSOCIATED CONDITIONS 
Number of Go of 
Group subjects series 
Bamaper settle ass 6S. ots 106 100.0 
Myocardial infarction Ab bo EE 
Albumin and casts .. 36 2) Se 
Overweight ..... 42.. 39.6 
Underweight SR cat See 
Weight gainers 265.5... ee 
{ Upper third 2 ae as 20.8 
Age { Middle third .. Deke: See 
| Lower third ... ST. Oe 
Glycosuria during tests 22 4 2c ee 





lower thirds of the series by age (see 
table 1). Here also, there is no apparent 
trend toward diminishing glucose toler- 
ance with increasing age, when the se- 
lection is limited to women over 65. 

Figure XI isolates 22 subjects who 
showed urinary sugar at some time dur- 
ing the 3 annual tests and therefore might 
be expected to exhibit postprandial gly- 
cosuria in routine screening urinalyses. 
These women make the greatest contri- 
bution to the high average values for the 
entire group. Since any undiscovered dia- 
betics are likely to be in this subgroup, 
we shall examine it more closely. 


TABLE 2 
COMPARISON OF 22 TEST GLYCOSURICS WITH 
REMAINDER OF SERIES 





Non- 
Test glycosurics glycosurics 


— 





Num- Per- Num-_ Per- 
Group ber centage ber centage 
Entire 22 20.8 84 79.2 
~ Myocardial 
infarction 3 13.6 18 21.4 
Albumin and casts 6 05 Pe FO, 35.7 
Overweight 9... 40.9 33 39.3 
Underweight 11 S0:6..... 25 29.8 
Weight gainers 6 273 .05:.20 23.8 
{ Upper third 7 31.8 15 17.9 
Age { Middle third 8 36.4... 39... .46.4 
| Lower third 7 31.8 30,352 
Positive family 
history. 2 9.1 3 3.6 
Deaths ..... 0 0.0 9 10.7 
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Discussion 
Composite annual curves for these 22 
subjects, less 3 who were proved to have 
renal glycosuria, are given in figure XII. 
The characteristic of progression is not 
exhibited in these average data. 

When the individual annual tests of 
these 19 “test glycosurics” are analyzed on 
a liberal basis of fasting level referred to 
120 mg. per cent, peak level referred to 
200 mg. per cent, and three-hour return 
referred to +20 mg. per cent of fasting, 
the following information is secured. 
Within two years from the start of the 
study, 5 either entered the pathologic 
range of fasting blood sugar or advanced 
beyond their original pathologic levels. 
One reverted to the normal range on sec- 
ond test. The remainder were stable. 
Peak levels above 200 mg. per cent were 
seen in all of the group on at least one of 
their tests. Higher peaks on subsequent 
were seen in 10, lower peaks in 9. 


GLUCOSE TOLERANCE CURVES IN RELATION TO WEIGHT 
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Regarding the three-hour return, 6 of the 
19 returned to within +20 mg. per cent 
of fasting level on all three tests. Of the 
13 who did not, 10 showed progression, 
and 3 improvement in this characteristic. 

Table 2 compares the 22 “test gly- 
cosurics” with the remaining 84 in the 
total series. The comparison indicates that 
aside from the results of the test, they 
are not otherwise unique, but appear to 
represent an almost random cross section 
of the entire group. Certainly their mor- 
tality experience compares favorably 
and, with two exceptions, the same can 
be said for their morbidity rate. 

The 19 subjects with high, prolonged 
curves and test glycosuria comprise 18 
per cent of our series. This figure could 
be considered at variance with Mosen- 
thal’s statement’ that there is no im- 
pairment of glucose tolerance in aged 
persons who are up and about and not 
confined to bed or to the home. The 
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Composite sequential curves 
for 26 weight gainers 


Fic. vi (left). There were 28 subjects in the +1 to +10 per cent bracket; 22 in the + 11 to +20 
per cent bracket; and 16 in the +21 to +30 bracket. 


Fic. vil (middle). There were 25 subjects in the 
~30 per cent bracket. 


per cent bracket; and 3 in the —21 to 


1 to —10 per cent bracket: 6 in the —11 to —20 


Fic. x (right). The combination of additional weight plus another vear of age is associated with 
average improvement at the one- and two-hour poinis. 
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divergent results may be explained by the 
fact that his results were derived from 
true glucose determinations while our 
data were secured with the Folin-Wu 
method, which measures all reducing 
substances in the blood. This would im- 
ply that non-glucose reducing substances 
in blood increase with age, a supposition 
for which there is no published proof. 
Our results can be compared with pre- 
vious findings. Disregarding glycosuria, 
John found 62 per cent of glucose toler- 
ance tests in the seventh decade to be 
prediabetic or diabetic. Deren® found 64 
per cent of 25 aged subjects with high, 
prolonged curves. These findings com- 
pare with 56 per cent in our series if the 
two-hour level concludes the test. Our 
figure becomes 36 per cent at the three- 
hour level. The older and oft-quoted se- 
ries of Spence’® comprised only 5 sub- 
jects and is too small to be comparable. 
Hale-White and Payne" studied 14 sub- 
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For 22 women with glycosuria 


jects in the age bracket of 67 to 98 years 
and by extrapolation proposed normal 
capillary blood peak values at 210 mg. 
per cent for 60 years, 220 mg. per cent 
for 70 years, and 240 mg. per cent for 
80 years. Marshall,® studying 28 healthy 
persons 65 to 94, found that 39 per cent 
failed to return to starting levels in two 
hours and 14 per cent combined this with 
peak values over 240 mg. per cent. 

Do our laboratory diabetics, or pre- 
diabetics, require therapy? We selected 
7 women for arbitrary trial on insulin, 
starting with 5 units of NPH insulin and 
working up to tolerance at 15 to 25 units 
daily. In only one instance was the fast- 
ing blood sugar altered on repeated test. 

Despite the large number of high, pro- 
longed curves in this series of aged 
women, only two show any suspicious 
evidence of clinically significant diabetes 
mellitus. Both have advanced arterio- 
sclerotic heart disease with recurrent 


COMPARISON OF COMPOSITE GLUCOSE TOLERANCE CURVES 
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Sequential curves for 19 wom- 
en with glycosuria 


Fic. xu (left). All three of the annual tests for each subject who showed glycosuria on any test 
were taken into consideration. In this most suspect group, passage of time has not resulted in 


average deterioration of glucose tolerance. 


Fic. xu (middle). There is little difference in average glucose tolerance that can be related to age 
in this age spread. For number of subjects in each subgroup, see table 1. 


Fic. xt (right). In compiling this average curve, the lowest curve associated with glycosuria was 
selected from the total experience with each subject. 
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mild left ventricular failure. Their bouts 
of failure are regularly accompanied by 
prolonged, febrile bronchitis which re- 
sponds slowly to treatment, as compared 
with the response of other members of 
the series. Both of these women have per- 
sistently high fasting levels, in addition to 


high, prolonged curves. One has im- 
proved on insulin, the other has not. On 
the basis of our experience thus far, 
seems reasonable to conclude that clin- 
ically significant diabetes in this age 
group is identified more closely with per- 
sistent elevation of the fasting blood 
sugar than with the other characteristics 
of the glucose tolerance curve. If these 
other characteristics are taken into ac- 
count for whatever prognostic value they 
may have, our data suggest that the three- 
hour level is a more realistic criterion 
than is the two-hour level, but even this 
lacks close correlation with the general 
appraisal of the patient. The peak level 
appears to be the least significant finding. 
It must be admitted that among the 19 
subjects with high, prolonged curves and 
test glycosuria, diabetes of consequence 
mav vet appear in others, as it has in one. 
Finally, these data appear to bear out 
the contention that the glucose tolerance 
test is not an infallible diagnostic aid in 
the aged. As a result of annual testing 
over three years, if we believed it to be 
critical we would have to accept from 18 
to 56 per cent of our population as dia- 
betic, depending upon the standards ap- 
plied. Since almost none of these women 
presents any of the clinical stigmata of 
diabetes, and since diabetes, usually pro- 
gressive, is not becoming overt among the 
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subjects, it is doubtful that diabetes does 
exist in many of them. Having already 
survived the average life expectancy at 
birth, they do not appear to be showing 
any of the clinical consequences of un- 
controlled diabetes, but remain an active, 
reasonably healthy group. 


Conclusions 
A study was made of the glucose toler- 
ance test in a series of 106 women aged 
65 to 85 years and free of known dia- 
betes mellitus, liver disease, or disorders 
of thyroid function. The test was re- 
peated in one year in 82 subjects and 
again a vear later in 27. Results show a 
wide variety of high, prolonged curves. 

No specific correlation is found be- 
tween the characteristics of the glucose 
tolerance curves and the coexistence of a 
number of conditions that have been as- 
sociated with the diagnosis of diabetes. 

In this group, poor correlation exists 
between frankly diabetic curves and the 
clinical state of the patient. The most re- 
liable index of metabolic defect appears 
to be persistent elevation of the fasting 
blood sugar. Secondary importance is 
achieved by the three-hour level, rather 
than the two-hour level. The least re- 
liable index is the peak of the curve. 

Diagnosis and treatment in this age 
group should stem from total clinical 
appraisal of the patient, and not from 
aberration of the glucose tolerance test. 

From Alonzo Mather Home for Aged 
Women, Evanston, and Department of Medi- 
cine, Northwestern University Medical School, 
Chicago. 

Presented before the Chicago Society of In- 
ternal’ Medicine, February 28, 1955. 
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SOCIOMEDICAL PROGRESS 





Mental illness in the aged population 


OTTO L. BETTAG, M.D., DAVID SLIGHT, M.B., 
PHILLIP W. WENIG, M.A., and 
WILLIAM H. SORENSEN, B.A. 


SPRINGFIELD, ILLINOIS 


® Concomitant with the trend toward an 
older population have come changes in 
our way of living which have created 
serious problems, primarily for the aged, 
but also for their children and friends. 
These individuals have turned, and are 
turning more to government agencies, 
departments, and commissions to help 
them find answers to the problems of old 
age. 

In Illinois, the general population of 
those 65 and over is increasing rapidly, 
but the proportion of the admissions of 
those 65 and over to the state mental hos- 
pitals is increasing twice as rapidly. This 
admission trend is already creating new 
and difficult problems for the mental hos- 
pital administrator and medical director. 
Its effect, now manifest in the resident 
populations, when coupled with the in- 
creased life expectancy of the chronic 
mentally ill patient, will soon result in a 
new and strikingly different mental hos- 
pital population. 


All four authors are on the staff of the Illinois 
Department of Welfare: orro L. BETTAG as di- 
rector, DAVID SLIGHT as superintendent of mental 
health centers, PHILLIP WENIG as supervisor of 
research and statistics, and WILLIAM SORENSEN as 
research assistant. 





This study was undertaken to deter- 
mine present relationships of aging 
and mental illness in a state popula- 
tion and to predict future effects of 
such relationships. It is estimated that 
by the year 2000, 67 per cent of men- 
tal patients in the Illinois State Men- 
tal Hospitals will be over 65. The pro- 
portion of those now being admitted 
to hospitals is increasing twice as 
rapidly as the proportion of this age 
group in the general population. 


Because of the need for an adequate 
understanding of the present numbers 
and characteristics of these persons, and 
of the need for predicting the extent of 
this problem in the future, this paper is 
presented. 


The Aging Trend as Shown in 

First Admissions 
In 1922 only 13.2 per cent of first admis- 
sions were 65 years or over, but in 1953 
this number had risen to 30 per cent. If 
we consider the total number of persons 
involved, more than a fourfold increase 
is noted. It should be remembered that 
this increase in 65-and-over admissions 
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cannot be explained solely on the basis of 
similar increases in the general popula- 
tion, for there was only a 2.53 increase in 
this section of the general population 
during approximately the same period. 
Admissions of the group over 65 have in- 
creased and are expected to continue to 
increase over the years because of: (1) 
more aged persons in the general popu- 
lation, and (2) an increasing proportion 
of the aged being brought to the mental 
hospital. 

Men patients have led consistently in 
first admissions, but women patients are 
gaining numerically and percentagewise, 
showing a gradual increase since 1930 and 
now approaching equality with first ad- 
missions of men. 

This trend toward a greatly increased 
admission load of the aged, which cannot 
be explained solely on the basis of popu- 
lation increase, calls for serious study by 
those in the field of mental health. In 
essence, the question which must be an- 
swered, before a reduction in admission 
rates can be effected, is “Why is an in- 
creasing proportion of our aged popula- 
tion, which is itself increasing, unable to 
remain adjusted, as shown by the in- 
creased admission rates to the mental 
hospitals?” Since it is necessary, for com- 
pleteness, to consider age from the stand- 
point of functional capacity, data has 
been gathered and here presented on the 
frequency of psychoses of the senium. 

Trends among first admissions for the 
psychoses of the senium, including all age 
groups, Closely parallel those for the 65- 
and-over group. In 1922, only 16.9 per 
cent of the first admissions were diag- 
nosed as having psychoses of the senium. 
In 1953, this had risen to 27.7 per cent. 
Considering the totals on which these 
percentages were based, over a threefold 
increase is noted in this diagnostic group. 

An analysis of these figures indicates 
that whereas arteriosclerosis was much 
more prevalent among admissions in the 
30’s, senile psychosis, in 1953, accounted 
for an almost equal number of admis- 


596 Geriatrics, December 1955 





sions. When an age breakdown of the 
diseases of the senium is prepared, the 
influence of the increased number of 
those over 65 again becomes apparent. 

Conversely, when the 65-and-over ad- 
missions are broken down into diagnoses, 
it is seen that the proportion diagnosed as 
having psychoses of the senium has re- 
mained relatively constant over the years. 
This constancy indicates that although 
we are now admitting a greater number 
of persons, a greater proportion of whom 
are considerably older than in past years, 
the percentage of the group diagnosed as 
with psychoses of the senium is still the 
same as it was thirty years ago. However, 
percentages of both senile psychotics and 
arteriosclerotics under 70 are decreasing. 

Consistently, a greater percentage of 
arteriosclerotic first admissions, of all 
ages, has been of men. However, the per- 
centage of women arteriosclerotics has 
been increasing and, in 1953, the women 
accounted for 43 per cent of the arterio- 
sclerotic first admissions. Among the se- 
nile first admissions of all ages, the case 
is reversed. Here the women have, almost 
without exception, comprised a greater 
percentage. However, since 1940 the per- 
centage of the male first admissions has 
increased to a point where they now con- 
stitute nearly 50 per cent of all admissions 
so diagnosed. 


The Aging Trend as Shown in the 
Patient Population 


Analysis of the characteristics of the resi- 
dent patients in the Illinois Department of 
Public Welfare mental hospitals again re- 
veals the direct effect of the trends noted 
in the general population. In 1925, 7.0 
per cent of the patients in our hospitals 
were either senile or arteriosclerotic, and, 
by 1953, this group had risen to 14.8 per 
cent. During this same period, the total 
number of resident patients increased al- 
most twofold, and the number of patients 
with psychoses of the senium, almost 
fourfold. 

When the resident patients over 65 are 
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Fic. 1. Rates of first admissions per 100,000 gen- 
eral population for persons 65 and over, 1920 to 
2000 A.D. 


studied, the same trends become appar- 
ent. In 1940, 20 per cent of the resident 
population were 65 or over. By 1953, this 
had risen to 30 per cent of the 38,000 
residents. While the percentage of resi- 
dents 65 and over was increasing, the 
total number of patients of all ages resi- 
dent in state hospitals also grew by 23 
per cent. The 65-and-over group ac- 
counted for 73.4 per cent of this total 
increase. 

Of these 65-and-over patients now in 
state mental hospitals, only 43 per cent 
are diagnosed as having psychoses of the 
senium. When it is recalled that 80 per 
cent of the first admissions of this age 
group have this diagnosis, a problem of 
chronic mental patients is seen. To fur- 
ther appreciate this problem, which is the 
subject of a separate study yet to be re- 
leased, it should be noted that schizo- 
phrenia accounts for only 1 per cent of 
the 65-and-over admissions, but com- 
prises 30 per cent of the 65-and-over pop- 
ulation in the state mental hospitals. 
Considering the greater life expectancy 
which we now have, this problem of 
chronic mental patients will become more 
demanding of our attention with the pas- 
sage of time. 


Predictive Conclusions 


We have estimated that in 2000 A.D., 
14.5 per cent of the total state population 
will be in the 65-and-over age group. 
This is felt to be a very conservative esti- 
mate when viewed in the light of present 
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trends, and in all probability represents a 
near minimum increase. The national me- 
dian age is predicted to be about 37.4 
years. Considering that the state median 
age tends to run about two years higher 
than for the nation as a whole, we can 
expect a state median age of about 39 
years. 

When these general population predic- 
tions are combined with the 65-and-over 
first admission rates to the Department of 
Public Welfare mental hospitals, consid- 
erable admission increases are noted. In 
figure I, we have superimposed over the 
known rates of 65-and-over first admis- 
sions a projected curve representing the 
hypothetic rate from 1920 to 2000 A.D. 
In 1922, only 634 patients of this age were 
admitted to the Department’s mental in- 
stitutions, and they represented 13.2 per 
cent of the total first admissions. If popu- 
lation and admission rate trends are pro- 
jected to the year 2000 A.D., we would 
expect about 4,800 first admissions of 
persons over 65, which would represent a 
minimum of 40 per cent of the total first 
admissions in that year. 

The number of admissions with psy- 
choses of the senium consistently increas- 
ing at a decreasing rate is shown in figure 
II, projected to the year 2000, at which 
time 4,100 such patients will theoretically 
be admitted. 

In 1922, first admissions with psychoses 
of the senium numbered 809, and repre- 
sented 16.8 per cent of the total. In the 
year 2000 A.D., we expect to have about 
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34 per cent of first admissions manifest- 
ing a psychosis of the senium. The same 
parallel is found with the 65-and-over 
age group. 

We have noted that the psychoses of 
the senium have accounted for, on the 
average, 80 per cent of the first admis- 
sions of those 65 and over. Using these 
factors as constants, we have computed 
the age breakdown of the psychoses of 
the senium and a decrease in the under- 
65 group is clearly evident, which again 
indicates that the age composition of the 
group diagnosed as with psychoses of the 
senium is radically changing. 

The resident patient population in the 
Department’s mental hospitals is expected 
to increase to about 51,000 patients by 
2000 A.D. We are taking a proportion- 
ately smaller increase over each succeed- 
ing year, to the point where the popula- 
tion in the year 2000 is only 3 per cent 





greater than 1990 in total patient popu- 
lation. 

Considering the total number of 65- 
and-over patients, we find that in 2000 
A.D this group will comprise about 
34,000 or 67 per cent of those in the hos- 
pitals. Again, the majority would be 
chronic patients. The expected cost for 
the care and treatment of patients, based 
upon the present operating expense per 
capita, will be approximately $50 million 
per year. 

The considerable increase in cost is 
but one of the problems to be found in 
the increasing resident patient population 
of the state mental hospitals. The demand 
for trained personnel will increase; the 
need for expansion of treatment and re- 
habilitation facilities will become ever 
more apparent; and more bed space will 
be occupied by the chronically ill pa- 
tients, who are living longer. 


IN ACUTE CONFUSIONAL STATES, toxic-infective conditions and cardiac, 
cardiorespiratory, and genitourinary disorders are quite common. 
Characteristically, the physical disorder is not located primarily in the 
brain as it is in the senile and arteriosclerotic groups. Physical illness is 
of major importance in determining both onset and outcome of psy- 


chotic symptoms. 


The relatively high prevalence of hypertension among cases of 
arteriosclerotic psychosis is related to the frequency of gross focal 
lesions of the central nervous system characteristic of this condition. 
In the affective psychoses, the specific cause is a simple mendelian 
dominant which may be influenced to some extent by environmental 
and exogenous factors, including physical illness. In late paraphrenia, 
sensory defects predominate and this group contains many individuals 
isolated from their fellows by spinsterhood, bereavement, or life-long 
eccentricity. Finally, in senile psychosis, cerebral atrophy with abun- 
dant plaques and neurofibrillary changes is regarded as the funda- 
mental cause. Physical illness is intercurrent or secondary. 

Investigations in the circulatory, metabolic, and neuropathologic 
functions in the psychoses of old age are urgently needed. Meanwhile, 
full physical assessment and appropriate treatment are of particular 
importance in those cases presenting with episodes of confusion, or 
with affective disturbance arising for the first time late in life. 


D. W. K. KAY and M. ROTH: Physical accompaniments of mental disorder in old age. 


Lancet 249: 740-745, 1955. 


598 Geriatrics, December 1955 














Senescence, senility, 
Alzheimer’s disease 


oC TOO LITTLE is known about the 
mechanisms through which the com- 
mon senescent psychoses are produced, | 
Was interested in a recent report by Drs. 
Naomi Raskin and Ruth Ehrenberg of 
Boston State Hospital. 

Their impressions are based on a study 
of 270 men and women patients, ranging 
in age from 60 to 97 years, and on the 
reports of clinical and postmorten find- 
ings in the cases of many old people. 
They concluded that: (1) the largest 
number of the patients had arterioscle- 
rotic brain disease. Of these, more men 
than women were affected. (2) Of the 
patients whose psychosis was due to senile 
atrophy of the brain, more women were 
affected. (3) Patients thought to have 
senile brain disease because of their age, 
but who showed clinical and neuropatho- 
logic findings of Alzheimer’s disease were 
so classified regardless of their age and 
the late onset of illness. 

The degree of the atrophy of the brain 
or the extent of the arteriosclerotic les- 
ions was not found to be well correlated 
with the amount of the patient’s mental 
deterioration. Some patients with greatly 
atrophied brains showed better com- 
pensatory mechanisms in life than did 
others with less pronounced atrophy, and 
patients with arteriosclerotic lesions in a 





Editorial 





and 


particular location in the brain showed 
different clinical pictures. A comparison 
of postmortem findings in (1) cases of 
“average normal” aged persons, (2) cases 
of very able men, and in (3) cases of psy- 
chotic patients, showed no striking differ- 
ences, which suggests that whether a per- 
son has a useful old age or early becomes 
senile does not depend on purely recog- 
nizable pathologic findings. 

Aging affects the brain mainly in two 
ways. In cases of cerebral arteriosclerosis, 
vascular degenerations are pronounced, 
and are accompanied by changes in brain 
cells and the loss of many brain cells. In 
cases of so-called senile atrophy, the 
parenchymatous changes are pronounced, 
and vascular changes are less noticeable. 

In the cerebral cortex, with its wealth 
of nerve cells, a moderate diffuse loss of 
such cells may not cause any striking in- 
terference with brain function; perhaps 
it causes a diminished reserve of power 
to draw upon in case of emergency. Thus 
an acute illness, an emotional upheaval, a 
marked change in the fortunes of the 
aged person, and a lack of motivation to 
use what mental resources remain, may 
account better for a senescent psychosis 
than can anatomic changes in the brain 
and arteries. 

WALTER C. ALVAREZ, M.D. 
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The care of the dying 


LFRED WORCESTER, M.D., who used to 

be a professor in the Department of 
Hygiene of Harvard University wrote a 
splendid little book entitled, The Care of 
the Aged, the Dying, and the Dead.* 
The book has gone through several edi- 
tions and is so full of wisdom it deserves 
to be widely read. As Worcester says, 
until recently few physicians ever 
thought to write of their experience in 
the care of the aged. 

He makes the startling statement that 
prostatectomy, with its great prevention 
of suffering in old men, is second in use- 
fulness only to the discovery of anes- 
thesia. When one thinks of the awful 
catheter life millions of old men used to 
endure without any drug to relieve their 
terrible cystitis, one can see that Wor- 
cester is probably right. I remember that 
in 1905, when I was an intern, I had an 
old Negro in my ward in the San Fran- 
cisco County Hospital. He was 100 years 
old, but, as he said, he had suffered so 
terribly from an enlarged prostate gland 
and the resultant cystitis and dilation of 
his kidneys, that his life was almost un- 
bearable. He said, “What is the use of liv- 
ing until 100?” 

We physicians should be more con- 
cerned with giving comfort to our aged 
patients than in prolonging their lives. 
Worcester tells how, in his first year of 
practice, he had made tremendous efforts 
to prolong a man’s life, but actually he 
had done this at the cost of making the 
man unhappy and uncomfortable. He 
decided never to do that again. 

Old people may be garrulous and their 


complaints may seem trivial, but their 
confidence in their doctor is often child- 
like, and so also is their intuitive recog- 
nition of his friendship when he gives it 
to them. We must never forget that the 
aged are always lonesome, for most of 
their relatives and old friends have died. 

Worcester speaks of the loss of sight 
and hearing some hours before a person 
dies. Another sign of approaching death 
is the cessation of pain. I can remember 
from my intern days when a patient 
would say, “You know this is wonderful 
—at last you have hit on the right medi- 
cine. I am free from pain, and I am going 
to be well tomorrow.” But during the 
night be died! 

As William Hunter was dying with a 
coronary attack, he said, “If I had 
strength enough to hold a pen, I would 
write how easy and pleasant a thing it is 
to die.” Worcester agrees that few peo- 
ple have enough sensation when dying to 
feel any pain. Osler had the same idea. 

Worcester speaks out strongly against 
efforts to keep old people alive for an- 
other two or three days. Shakespeare, in 
two of his plays, speaks of being kind to 
the dying, and letting them go. In Henry 
the Sixth, he says, “Disturb him not, let 
him pass peaceably,” and, in King Lear, 
he says, “Let him pass.” What is the use 
of resuscitating a man when it only re- 
news his sufferings? Worcester says that 
death is almost always preceded by a 
perfect willingness to die, and that is why 
doctors, ministers, and members of the 
family should never be afraid of talking 
of death to the old man who is dying. 

WALTER C. ALVAREZ, M.D. 


*Published by Charles C. Thomas, Springfield, Illinois. 
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FROM CURRENT LITERATURE 


Selecting Aged Patients from Mental Hospitals 
for Care in Chronic Hospitals 

S. SHINDELL and E. CORNFIELD. J. Chronic Dis. 

2: 274-281, 1955. 
lew nonpsychiatric mental patients are in the 
state’s mental hospitals, which is a contradiction 
to the prevailing belief that many merely senile 
persons are committed and contribute to crowd- 
ing. A 10 per cent sampling of 417 inmates 60 or 
over showed that only 23 had cerebral arterio- 
sclerosis or senile brain disease, without behavior 
or other problems contraindicating transfer to 
other facilities. On transfer, 7 failed to mak 
adjustment and had to be returned to me 
hospitals. Among 283 new admissions of per- 

, during a three-month period, 

only 3 were discharged within thirty days as 
noncommittable, and 19 were transferred. 

States lacking Connecticut's excellent provi- 
sion for care of aged, infirm persons might have 
a higher proportion of the merely senile in 
mental hospitals. 


sons 60 or « 


Fact and Fancy in the Aging Mind 

J. F. FLEETWoop. J. Irish M. A. 36: § 

1955. 
Mental changes observed in the aged do not 
always correspond in degree with pathologic 
brain changes found at autopsy. Factors in- 
fluencing degree of change are basic personality, 
attitudes developed during earlier adulthood, 
emotional strains, physi emergencies, and 
quality of care. 

The physician must consider the patient as 
a whole and use special knowledge in diagnosis. 

When surgery is required, careful prepara- 
tion and reassurance may prevent rapid subse- 
quent deterioration. Small irritating ills may 
need attention fully as much as dangerous dis- 
orders. Prostheses, when comfortable and aa- 
justable with sufficient ease, may restore an old 
person to the circle of family and friends. Be- 
cause of its simplicity, an ear trumpet or peg 
leg inay occasionally prove superior to the latest 








devices. Barbiturates are inadvisable in senile 
delirium. Electroshock therapy can be used in 
involutional melancholia if not contraindicated 
by physical factors. Psychosurg is a last re- 
sort in aged as well as younger patients. 


Electroconvulsive Therapy in Elderly Patients 


G. A. SCHWARZ, and G. KiNG. Am. J. Psychiat. 
47, 1955. 


Many psychotic reactions of the elderly are re- 
versible or “functional” and respond well to 
electroconvulsive therapy. A high percentage of 
cases can be restored to the community at the 
pre-illness level. 

A group of 112 patients from 65 to 83 years of 
age were treated with conventional electric 
shock at the Boston State Hospital from January 
1948 to December 1953. As a rule, 3 treatments 
were given the first week, 2 the second, and then 
one weekly. Seventy-eight per cent were able to 
leave the hospital and 55 per cent of them have 
been out for more than a year. Relapses cccurred 
in 37.5 per cent of recovered cases, but most of 
them again responded readily to treatment. 

One patient died as an immediate result of 


treatment. In three patients with severe physical 
illness shock may have contributed to their 
deaths. In aged people in a reasonable state of 
health the risk involved appears to be minimal. 


The Present Status of the Clinical Use of 
Diamox in the Management of the Glaucomas 


B. BECKER. Southern M. J. 48: 866-870, 1955. 


The carbonic anhydrase inhibitor in Diamox 
was found to lower the intraocular pressure in 
83 per cent of 380 glaucomatous eyes. Diamox 
is best used for periods of a year or less, in 
treating congenital or self-limited glaucomas 
preoperatively or as an aid in diagnosis. The 
medication reduces the quantity of aqueous 
humor flowing into the eye and does not inter- 
fere with therapy to improve the outflow sys- 
tem. 

The drug is most easily administered in doses 
of 250 mg. of regular Diamox and 250 mg. in 
a formalinized gelatin coating every twelve 
hours. For more rapid action and for vomiting 
adults, 250 mg. of the sodium salt of Diamox 
dissolved in 5 cc. of distilled water can be in- 
jected intravenous repeated in two hours. 
Later, oral medication can be given. 

Patients may fail to respond to Diamox treat- 
ment because of inadequate dosage, severcly 
1 red outflow, poor absorption from the in- 
testinal tract, or side effects. Paresthesias, lack 
of appetite, and fatigue, the most common side 
effects, can be partially relieved with 1 to 2 gm. 
of potassium chloride 3 times a day with meals. 
Dermatitis, agranulocytosis and renal damage 
may also occur. 
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Pyridium 


Gratifying relief from urogenital 
symptoms in a matter of minutes 


MAJOR ADVANTAGES: Nontoxic, soothing urinary analgesic. Rapid and 
entirely local action. Compatible with sulfas and antibiotics. 
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FOR C 


EFFECTIVE—In one series of cases of pyelone- 
phritis, cystitis, prostatitis and urethritis, 
Pyripium decreased pain and burning in 
93% of the patients and promptly relieved 
urinary frequency in 85% of cases.! 


WELL-TOLERATED—Specific local analgesic ac- 
tion is confined to the urogenital mucosa. 
PyRIDIUM may be administered concomi- 
tantly with the sulfonamides or antibiotics 
to provide relief from pain in the interval 
before the antibacterials can act. 


PHYSIOLOGICAL— The soothing analgesic ac- 
tion contributes to relaxation of the sphincters 
of the bladder, thus promoting complete 
emptying at each micturition. 


OMFORT 
ON THE JOB.. 


« 
pate eel 





. AND AT PLAY 


PSYCHOLOGICAL—To the patient, the rapid 
appearance of the orange-red color is tangible 
evidence of the prompt action of PyRIDIUM. 


SUPPLIED—in 0.1 Gm. (1% gr.) tablets, in 
vials of 12 and bottles of 50, 500 and 1000. 


Pyripium is the registered trade-mark of Nepera Chemical Co., 
Inc. for its brand of phenylazo-diamino-pyridine HCl. Sharp & 
Dohme, Division of Merck & Co., Inc., sole distributor in the 
United States. 


SHARP & DOHME 
PHILADELPHIA 1, PA. 


DIVISION OF MERCK & CO.., INC, 


REFERENCE: 1. Kirwin, T. J., Lowsley, O. S., and Menning, J.: Am. J. Surg. 62:330-335, December, 1943. 
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Reviews 


The Revolt of the Middle-Aged Man 


EDMUND BERGLER, M.D., 1954. New York: A. A. 
Wyn, Inc. 308 pages. $3.95. 





Dr. Bergler is a psychiatrist and psychoanalyst 
with extensive experience and a gift for verbal- 
ization which he has further cultivated by pro- 
lific writing. In the present volume, he gives 
the layman a fairly detailed picture of that 
common phenomenon of our times — the ap- 
parently sudden, but actually accumulative dis- 
content with everything, including marriage, 
work, and conventional pleasures—which arises 
in men during middle age. The consequences 
of this discontent are varied and often disas- 
trous. The revolt is rarely constructive. Di- 
vorce, speculation, gambling, depression, and 
indecisiveness are typical of psychic maladjust- 
ment to the male climacterium. 

The author states flatly that the emotional 
discontent of masculine middle years is un- 
avoidable because it arises from frustrating ef- 
forts to retrieve youth, and youth is irretriev- 
able. This categorical statement we question, 
for, with prior cultivation of personality mat- 
uration, the desire to retain youth ceases, and 
aging is taken as an opportunity for further 
growth. However, such anticipatory cultivation 
is most exceptional and, in most instances, the 
author is quite correct in saying: “The prob- 
lem, therefore, is not to avoid the unavoidable, 
but to cushion the blow.” This, he hopes, may 
be accomplished by knowledge and understand- 
ing of the nature, sources, and transitoriness of 
this state of discontent, by all those involved. 

Though written for laymen and thus re- 
freshingly free of psychoanalytic jargon, the 
book contains much of value and interest to 
all physicians. General practitioners and special- 
ists alike can add considerably to their under- 
standing of this common, but by no means 
simple, problem. Increased comprehension will 
make all classes of doctors better equipped to 
take care of their middle-aged male patients, 
whether the primary complaint be the need for 
bifocal lenses, repair of a hernia, feeding prob- 
lem in a child of a middle-aged father, or 
functional disorders etiologically associated with 
emotional stresses. Let us not forget, also, that 
we age as do our patients, and are not auto- 
matically immune to the stresses of life. 

The book is a decidedly worth-while addi- 
tion to the growing literature on the emotional 
problems of aging. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 


(Continued on page 45A) 
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When interest in food lags because of 
lowered physical activity, difficulty in 
mastication, or retarded digestive ac- 
tivity—watch the intake of water-soluble 


vitamins! 


Allbee with C ‘Robins’ provides satura- 
tion dosage of the essential B vitamins, 


plus 250 mg. vitamin C 


—the highest ascorbic acid content of any 


water-soluble vitamin capsule. 
1. Horwitt, M. K.: Jl. Am. Diet. Assn., 29:443, 1953. 


..- economical, too. 


Allbee win C& 


Each capsule contains: 

Thiamine hydrochloride ......... 15 mg. 
BRADOMAVAN. 5.5505 cosccccssccscaun . 10 meg. 
Calcium pantothenate... .. 10 mg. 
Nicotinamide.......... tie ... 50 mg. 
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from disability to dexterity 


Acetycol brings welcome relief quickly to 
the patient suffering from arthritis and re- 
lated rheumatoid diseases. As Acetycol in- 
creases the range of pain-free movement, 
the patient, freed from the twin taskmasters 
of pain and rigidity, is able to resume many 
of his normal activities. 


The sustained effect of Acetycol is based on 
the relationship between aspirin and para- 
aminobenzoic acid. A relatively low dosage 
of aspirin produces high salicylate blood 
levels in the presence of PABA. The effec- 
tiveness of Acctycol in gout or cases of a 
gouty nature is due to the inclusion of sali- 
cylated colchicine. 


Ace 


tycol 


Acetycol also contains three important vita- 
mins, often lacking in older and rheumatic 
patients: ascorbic acid, to prevent degenera- 
tive changes in connective tissues; thiamine 
and niacin, for improved carbohydrate utili- 
zation and relicf of joint pain and edema. 
Usual dosage —1 or 2 tablets three or four 
times a day. 
Each Acetycol Tablet contains: 

Aspirin 

Para-aminobenzoic acid 

Colchicine, salicylated .... 

Ascorbic acid 

Thiamine hydrochloride 

Niacin 
Supplied: Bottles of 100 and 500 


TRADEMARK 


to relieve rheumatic pain 


WARNER-CHILCOTT 





Book REvIEws in the way of research in this field. Unfertu- 

(Continued from page 43A) nately today there is too great a tendency to 

say, “Hush-hush, that is an unpleasant subject.” 

Fin Diehl speaks of the many students who have 

Healthful Living emotional difficulties and problems which cause 
HAROLD S. DIEHL, M.D., New York: McGraw- them to consult medical counselors. 

Hill Book Co. 529 pages. $6.00 There are chapters on nutrition and growth 
and the need for the several elements in the 
diet; on choice of foods and the basic require- 
ments of the diet; on obesity and the problems 
of reducing and controlling weight; on the 
common difficulties of digestion; on various 
stimulants and the narcotics; on exercise, fa- 
tiguc, rest, and the problems of keeping fit; on 
specific disease prevention, immunizations, and 
vaccination; and on colds and influenza. Dr. 
Diehl knows whereof he speaks, because in 
1933 he did some of the best research that has 
ever been done on the nature and treatment 
of colds. Other chapters discuss care of the 
nose, throat and ears, and conservation of hear- 
ing; conservation of vision; sound teeth; care 
of the skin and hair; sex life and modern 
parenthood; and health problems of advancing 
years. 

The book is written so interestingly that a 
person hates to put it down and is inclined to 
read it from cover to cover like a novel. 

WALTER C. ALVAREZ, M.D. 


Of all the many books written by physi 

for the medical education of laymen, this is 
one of the very best. Dr. Diehl, d of the 
Medical School of the University of Minnesota, 
was for years in charge of their student health 
service, and hence he knows the problems of 
keeping persons healthy. A sign of the book’s 


popularity is that this is the fourth edition. 

Dr. Diehl begins by telling of the present-day 
possibilities of living longer and having better 
health. He tells us of the major health problems 
of today, particularly that of accidents. It is 
hard to believe that the total casualties during 
the first ten days of the Normandy invasion 
were less than the number of casualties of auto- 
mobile accidents for an average ten-day period 
in 1952. 

Dr. Dichl shows how wonderfully the mor- 
tality rate for tuberculosis has gone down in 
recent years. There is an important chapter on 
mental health. Few Americans today real 
that the commonest disease in this country is 
mental disease, and that very little is being done (Continued on page 46A) 
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Book REVIEWS 


(Continued from page 45A) 


1955 Medical Progress 


MORRIS FISHBEIN, M.D., editor, 1955. New York: 
Blakiston Division, McGraw-Hill Book Com- 
pany, Inc. 346 pages. $5.00. 


The third of an annual series, this volume sum- 
marizes advances in medical knowledge made 
during 1954, with special emphasis upon the 
therapeutic measures. The material is presented 
by 28 authors, selected by the editor. There are 
20 chapters, some quite restricted in the field 
covered and others very broad. For example, 
among the first ten chapters, two deal with 
progress in the vast areas of psychiatry and 
nutrition, whereas another is concerned with 
developments applicable to only a single entity, 
diabetes mellitus. 

As a summary of annual progress in clinical 
medicine, the collection of chapters should be 
of considerable value to those physicians who 
have not kept abreast of the times by reading 
current medical journals. However, the majority 
of those who have been too busy to follow the 
current literature, will probably not read even 
this condensed summary, particularly as it at- 
tempts to cover all fields of medicine and sur- 
gery. It contains too much on areas not sig- 





nificant to many physicians, and not enough 
pertaining to their own special fields of inter- 
est. While Dr. Braceland’s summation of prog- 
ress in psychiatry is excellent, it is inadequate 
for psychiatrists and uninteresting to ophthal- 
mologists. It is perhaps noteworthy that the 
only index reference to geriatrics is to a one- 
page summary of work done in geriatric psy- 
chiatry. 

The book, though well written by scholarly 
teaching clinicians, clearly printed, and with 
adequate reference lists at the end of each 
chapter, nevertheless seems, to the reviewer, 
to be largely unnecessary. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D. C. 


Talking to Patients 


BRIAN BIRD, M.D., 1955. Philadelphia: J. B. Lippin- 
cott. 154 pages. $3.00. 
It has always been a puzzle to the reviewer why 
so few psychiatrists ever write an article, or a 
book, telling students how to talk with a men- 
tally disturbed patient. This is one of the most 
difficult arts in the world; it is so easy to say 
the wrong thing, and often it is so difficult to 
know what to say that will rea'ly help. 
In his little book, Dr. Bird, who is associate 
professor of psychiatry at Western Reserve, 
(Continued on page 48A) 
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SOLUBLE TABLETS CRYSTALLINE POTASSIUM PENICILLIN G 


MAJOR ADVANTAGES: Six dosage strengths for maximum flexibil- 
ity of dosage. Ideally suited to pediatrics—in rheumatic fever 
prophylaxis, and wherever oral penicillin is indicated. Tablets dis- 
solve readily in water, milk, juices, infant formulas. 
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Book REVIEWS 
(Continued from page 46A) 


has given many helpful hints. Unlike many 
psychiatrists, he writes in simple, intelligible 
speech. He also avoids the use of much Freud- 
ian theory, which would turn nonpsychiatric 
readers against him. There are chapters on 
handling the patient who makes the doctor 
angry, and on the dangers a physician can run 
into when dealing with an overly affectionate 
patient. 
Wisely, he advises on the art of talking to 
a bereaved patient, a dying patient, and a 
suicidal patient. Should one ask a depressed 
patient if he is thinking of taking his life? Yes, 
one should discuss the question frankly with 
him. There are also chapters on talking to the 
anxious patient, on discussing fees, on talking 
to the boy who masturbates, and on talking 
with the parents and relatives of patients. 
WALTER C. ALVAREZ, M.D. 


The Conception of Disease: Its 
History, Its Versions, and Its Nature 


WALTHER RIESE, M.D., 1953. New York: Philo- 
sophical Library. 120 pages. $3.75. 

The title of this book is interesting but the text 

is not. It is a rambling attempt to mix history, 


abstract philosophy, and science. The result 
is vaguely philosophic and too confused to ever 
be called scientific. The text is mildly peppered 
with such dogmatic expressions as “in final anal- 
ysis,” “it is true” or “reveal,” and so on, but 
they fail to make it convincing. When applied 
to obvious truisms they are redundant, when 
used to bolster confused opinions of the author 
they merely annoy the thoughtful reader. 

The book reviews the various early concep- 
tions of the nature and origin of disease, from 
the ideas of the Greeks through the moralistic 
concepts of the middle ages, the physiologic, 
anatomic, etiologic, biographic, nosographic, 
and finally metaphysical concepts. Each short 
chapter, so long as it sticks to history, is clear 
enough, but Dr. Riese is wholly lost in attempt- 
ing to combine these various viewpoints or to 
utilize various perspectives in coming up with 
a modern analysis. The final chapter, “Epilogue: 
Disease and Health,” is the most disappointing. 
Though it is bravely stated that “It is precisely 
the purpose of this treatise to unfold and to 
analyze a complete picture of disease” the final 
conclusion is that “there remains no absolute 
criterion admitting of a reliable differential di- 
agnosis between supernatural intervention and 
natural disease.” This is hardly constructive. 
One wonders at the consequences of Dr. Riese’s 
teaching both medical and college students. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 
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BOOKS RECEIVED 


Books and publications received will be listed 

here each month. Books of special interest to 

our readers will be reviewed later as space 
permits. 

The Prevention of Disease in Everyday Prac- 
tice. ISADORE GIVNER, M.D., and MAURICE BRUGER, 
M.D., 1955. St. Louis: C. V. Mosby Co. 964 
pages. $20.00. 


Medical Care for Tomorrow. MICHAEL DAVIS, 
PH.D., 1955. New York: Harper & Bros. 497 
pages. $6.50. 

A Handbook of Hospital Psychiatry: Practical 
Guide to Therapy. Louis LINN, MwD., 1955. 
New York: International Universities Press. 
560 pages. $10.00. 


Earning Opportunities for Older Workers. 
WILMA DONAHUE, PH.D., editor, 1955. Ann 
Arbor: University of Michigan Press. 277 
pages. $4.50. 


The Body Fluids. J. RUSSELL ELKINTON, M.D., and 
T. S. DANOWSKI, M.D., 1955. Baltimore: Williams 
& Wilkins Co. 626 pages. $10.00. 

Systemic Lupus Erythematosus: Review of the 
Literature and Clinical Analysis of 138 Cases. 
A. MCGEHEE HARVEY, M.D.; L. E. SHULMAN, M.D.; 
P. A, TUMULTY, M.D.; LOCKARD CONLEY, M.D., and 
E. H. SCHOENRICH, M.D., 1955. Baltimore: Wil- 

liams & Wilkins Co. 437 pages. $3.00. 


Highly 
compatible 
vehicle 


Nutrition Practices: A Guide for Public Health 
Administrators. American Public Health As- 
sociation, 1955. 72 pages. 

Clinical Biochemistry. Fifth edition. ABRAHAM 
CANTAROW and MAX TRUMPER, 1955. Philadel- 
phia: W. B. Saunders Co. 738 pages. $9.00. 


Rheumatoid Arthritis and Psoriasis Vulgaris. 
TIBOR BENEDEK, 1955. Chicago: Chicago Medi- 
cal Book Company, 308 pages. 


Medical Problems of Old Age. A. N. EXTON- 
SMITH, 1955. Baltimore: Williams & Wilkins 
Co. 331 pages. $7.00. 


Adaptive Human Fertility. PAUL s. HENSHAW., 
1955. New York: McGraw Hill Book Co. 
322 pages. $5.50. 

Old People in a Modern Australian Community. 
BERTRAM HUTCHINSON, 1955. New York: Cam- 
bridge University Press. 180 pages. $4.75. 


Aging and Retirement. RVING L. WEBBER, editor, 
1955. Florida: University of Florida Press. 
142 pages. $2.00. 

La Gerontologia Ginecologica. PROF. M. B. 
CETRONI, 1952. 


The Relief of Symptoms. WALTER MODELL, 1955. 
Philadelphia: W. B. Saunders Co., 450 pages, 
$8.00. 

Unemployment Insurance Schemes. Interna- 

tional Labour Office, 1955. Geneva: Interna- 

tional Labour Office, 254 pages, $1.50. 











From the very dawn of history, wine, the classic beverage of 
moderation, has been acclaimed for its appetite-stimulant prop- 
erties, its role in nutrition, its function as an aperitif. 

However, until quite recently no serious attempt was made 
at a scientific objective study of the rationale of wine as a 
nutritional or medicinal agent. 

Recently, in response to a demand within the medical profes- 
sion that fact be separated from folklore, the Wine Advisory 
Board decided to institute a series of studies to determine the 
true therapeutic niche of wine based on a more accurate knowl- 
edge of its chemical constituents, its physiological and pharma- 
cological actions. 

The results to date have been most gratifying. For example, 
we have learned that— 

—Wine stimulates olfactory acuity—markedly increasing appe- 
tite in anorexia; 

—Wine increases appreciably not only the volume but the proteo- 
lytic power of gastric juice, thereby encouraging digestion 
notably in convalescents and older patients; 

—Wine serves as a quick-energy food. Its small amount of hexose 
is speedily absorbed and its moderate content of alcohol is 
metabolized readily even by diabetics; 

—Wine possesses significant vasodilating, diuretic and relaxing 
properties of value in the field of cardiology; 

—A little Port or Sherry at bedtime is a valuable relaxant to the 
insomniac and may obviate the need for sedative medication. 
And wine can help brighten the often unappealing character of 

special or restricted dietaries—a psychological boost of inesti- 

mable value to the debilitated and depressed patient. 

We believe you will find “Uses of Wine in Medical Practice” 
a valuable addition to your files. A copy is available to you at 
no expense, by writing to: Wine Advisory Board, 717 Market 
Street, San Francisco 3, California. 

*Georges Ray, Vins de France, Paris, University Press, 1946 (p. 75). 
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Activities and 
Announcements . 


Panamerican Congress Planned 


Plans are now being made for the first Pan- 
american Congress of Gerontology to be held in 
Mexico City September 7 to 15, 1956. Further 
details regarding place and program will be 
found in future issues of Geriatrics. 

® 


Institute on Geriatrics in Hawaii 

An Institute on Geriatrics, sponsored by the 
Business and Professional Women’s Club, the 
Department of Health, and the Hawaii Cancer 
Society, was held recently in Hawaii. Purpose 
of the Institute was to plan to meet the needs, 
utilize the abilities, and develop potentialities of 
the aging population of Maui. 

® 


New Booklets 

‘The Committee on Aging of the United States 
Department of Health, Education, and Welfare 
has issued a revised edition of its pamphlet “Ag- 
ing—-A Community Responsibility and Oppor- 
tunity.” It can be obtained for 15 cents from the 
Superintendent of Documents, U. S. Govern- 
ment Printing Office, Washington 25, D. C. 

Washington State’s Conference on Aging is 
summarized in a report, “To Keep You Posted,” 
which can be obtained by writing Margaret 
Whyte, Executive Secretary, Governor’s Coun- 
cil for Aging Population, Olympia, Washington. 

“Volunteer Leadership Aids for Senior Citi- 
zens Activities,’ a mimeographed compilation 
of ideas, technics, and reading matter for people 
conducting recreational - educational programs 
for older persons, may be obtained by writing 
Karl Edler, Director, Omaha Senior Citizens 
Program, City Hall, Omaha 2, Nebraska. 

A series of reports on “How Public Welfare 
Serves Aging People” has been published by the 
American Public Welfare Association, 1313 East 
60th Street, Chicago, Illinois. For cost and title 
of individual pamphlets write the association at 
the Chicago address. 

“The Disturbed and Disturbing Aged Person” 
is the title of a 26-page pamphlet published by 
the Council of Jewish Federations and Welfare 
Funds, 165 W. 46th Street, New York 36. 

e 


Presides at Paris Meeting 

Dr. Maurice B. Visscher, head of the depart- 
ment of physiology at the University of Minne- 
sota and consulting editor of Geriatrics, pre- 
sided at the third general assembly of the Coun- 
cil for International Organizations of Medical 
Sciences in Paris on September 30 and October 1. 





‘GEVRAL PROTEIN 





Geriatric Vitamin-Mineral-Protein Supplement Lederle 


For the patient on a high-protein diet, GEVRAL 
PROTEIN is an excellent supplement. In addition 
to 60% protein, it supplies 26 vitamins and min- 
erals in a dry powder that can be added to many 
beverages and foods. Here are some sug- 
gested recipes: 

simple drinks Blend 1 heaping tbsp. 
GEVRAL PROTEIN with small amount of milk or 
orange juice’ make smooth paste; stir in addi- 
tional milk or juice to make 8 oz. For chocolate 
milk, prepare milk drink, then add 1-2 tbsp. 
chocolate syrup. For hot cocoa, add 1 heaping 
tbsp. GEVRAL PROTEIN to instant cocoa powder in 
cup; add small amount of hot water, make 
smooth paste; stir in enough water to fill cup. 


special drinks Vanilla Milk, 4 heaping 
tbsp. GEVRAL PROTEIN, 1 pint cool water, 1 cupful 
skim milk, 1 tbsp. sugar, 4 tsp. vanilla. Mix with 
rotary beater. Serve hot or cold. Makes 4 
servings. 





Chocolate Malted Milk. 1 heaping tbsp. GEVRAL 
PROTEIN, 1 tbsp. chocolate malt powder, 1 tsp. 
sugar, 1 glass whole milk. Mix with rotary 
beater. Makes 1 serving. 





Egg Nog. 4 heaping tbsp. GEVRAL PROTEIN, 3 
cups cool water, 1 tbsp. sugar, 2 well beaten 
eggs, % tsp. vanilla. Mix with rotary beater. 
Makes 4-5 servings. 


other foods Soups. Place 1 heaping tbsp. 
GEVRAL PROTEIN in saucepan. From 3% cup of 
water, take enough to make smooth paste. Stir 
in remaining water, then Y% can of cream of 
mushroom, chicken, asparagus, or celery soup. 
Cereals. One heaping tbsp. GEVRAL PROTEIN can 
be mixed with 4 cup hot cereal during or after 
cooking. Add sugar, milk, or cream to taste. 
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4 HomelLIFT, the quality resi- 
dence elevator, and the Esca LIFT, 












a residence stair climber, give 
new life to patients who cannot 
or should not climb stairs. 
Safe—easy to install—simple 
to operate—no special 
wiring required. Help your 
patients gain. greater 
freedom and end stair 
climbing effort. Write 
for complete literature. 


SHEPARD 
WARNER 


ELEVATORS 





THE SHEPARD WARNER alas 
ELEVATOR CO. 16 


5013 Brotherton Road, CINCINNATI 9, OHIO 


“Manufacturers of high-speed passenger elevators 
‘or commercial buildings"’ 
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In very special cases 
A very 


superior 


Brandy 





- PROOF 


Specify 


HENNESSY 


THE WCRLO’S PREFERRED 
COGNAC BRANDY 


For a beautifully illustrated book 

on the story of Hennessy, write— 
Schieffelin & Co., Dept. HT, 30 Cooper Square, N.Y. 54 
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Pen -VEE: Oval’ 


Penicillin V, Crystalline (Phenoxymethyl Penicillin) 


the totally new penicillin 
for decisive oral dependability 


Supplied: Tablets, 125 mg. (200,000 units), bottles of 36. Also available: Tablets 
Bicitin®-Ver, 100 mg. (100,000 units) of benzathine penicillin G and 62.5 mg. (100,000 


units) of penicillin V, bottles of 36. 
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For the relief of common dermatoses... 


particularly with the older patient 


ALMA-TAR ‘<= 


(Juniper Tar Compounds, Almay) ‘ Pe 


Affords a Complete Formulary of Tar Products for the Management of 


SENILE PRURITUS, ECZEMAS, SEBORRHEA 
and SIMILAR DERMATOLOGIC CONDITIONS 








:~ 


in pruritus “Tar baths are antipruritic in cases of generalized itching dermatoses and in general- 
ized eczemas and psoriasis.” “. . . this preparation [Alma-Tar Bath] provides one of the most 
effective and cleanest ways of preparing tar baths.” 


Sulzberger, M. B., and Wolf, J.: Dermatology: Essentials of Diagnosis 
and Treatment, Chicago, The Year Book Publishers, Inc., 1952, p: 42. 


in seborrhea “Tar soap [or shampoo], rather than any oil shampoo, may be used after local 








medication.” Freeman, H. E.: South, M. J. 47:940 (Oct.) 1954. 

ALMA-TAR BATH ALMA-TAR SHAMPOO 
(Juniper Tar Solution) 4% Oil of Cade in mild shampoo. Supplied 8 
35% Oil of Cade by weight ... in water- fl. oz., qt. 


miscible base; 2 to 4 tbs. should be added to 
tub of water; patient should be immersed for ALMA-TAR 














10 minutes with water and room at body 
temperature, Supplied in 8 fl. 0z., qt., and gal. SULFONATED OIL 
5% Oil of Cade in sulfonated castor oil and 
ALMA-TAR OINTMENT water... indicated when soap is not desired. 
(Juniper Tar Ointment) Supplied 8 fl. 02., qt. 
% Oil of Cade in a bland base ... may be 
applied topically when necessary to alleviate ALMA-TAR SOAP (NEW) 
symptoms. Supplied 1 oz. tube, 4 oz. and 1 10% Oil of Cade in mild soap base. Supplied 
lb. jar. as 4 oz. cake. 


SAMPLES OF ALMA-TAR BATH AND SHAMPOO AND COMPLETE LITERATURE ON REQUEST 
*TRADE MARK 


And where Crude Coal Tar Products are therapeutically preferable. ..The Almay Form- 
ulary Includes these Specific Products... 


L.. Cc. . SOLUTION (Coal Tar Solution) 
20% Crude Coal Tar by weight . . . 85% alcohol by volume. 
Supplied 4 fl. 0z., pt., gal. 


L.C.D. OINTMENT 
1.2% Crude Coal Tar in nonstaining base. Supplied tubes, 1 0z.; 
jars, 1 Ib., 5 Ib. 


COMPLETE LITERATURE ON REQUEST 


e ALMA ft ® Division of Schieffelin & Co, New York 3, N. Y. 


the 








WHEN BLOOD PRESSURE MUST COME DOWN 


serpasil-Apresoline 


WITH RESERPINE AND APRESOLINE 








87 per cent of patients improved 





averaged only 331 mg. Apresoline daily 





headache, tachycardia and palpitation in only 7 per cent 


Reference: Hughes, W. M., Dennis, E., and Moyer, J. H.: Am. J. M. Se. 229:121 (Feb.) 1955. 
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SMOOTH THE WAY TO LOWERED BLOOD PRESSURE WITH 





IN ALL CASES OF HYPERTENSION premedication with Serpasil 
smooths the way to the unaccustomed milieu of lower pres- 
sure. Serpasil tranquilizes the patient, shields him from psy- 
chic stress; Serpasil usually prevents the side effects often 
associated with potent antihypertensives such as Apresoline. 


IN MANY CASES the antihypertensive action of Serpasil alone 
is sufficient to lower pressure and maintain it at desired levels. 


Serpasil Tablets, 1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. 
Serpasil Elixir, containing 0.2 mg. per 4-ral. teaspoonful. 


SUPPLIED: Serpasil-Apresoline Tablets #2 (standard-strength, scored), each 
containing 0.2 mg. of Serpasil and 50 mg. of Apresoline hydrochloride. 


Serpasil-Apresoline Tablets #1 (half-strength, scored), each contain- 
ing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 


Serpasil® (reserpine CIBA) 
Apresoline® hydrochloride (hydralazine hydrochloride cia) 
Serpasil®-Apresoline® hydrochloride (reserpine and hydralazine hydrochloride crBA) 


PM. & 
MEDICAL HORIZONS [\Y MondayPM. = 
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THE PEAKS 

“AND Vaters 
oF YOUR 
LABILE A 
HYPERTENSIVES 





RAUVAL 


AUWOLFIA SERPENTINA TRADEMARK 





Because RAUVAL contains all of 
the rauwolfia alkaloids, it provides 
a natural balance between 
hypotensive and sedative effects, 
and symptomatic relief is 
remarkably prompt. 


This balance makes RAUVAL the 
drug of choice for patients with 
labile hypertension, especially when 
accompanied by tachycardia 

or neurosis. ':? 


Supplied: Bottles of 100 and 1000 
tablets in two strengths: 
50 mg. s.c., red 
100 mg. s.c., pink (double strength) 


1. Wilkins, R. W.: Ann. Int. Med. 

37: 1144, Dec., 1952. 

2. Wilkins, R. W., and Judson, W. E.: New 
England J. Med. 248:48, Jan. 8, 1953. 


THE VALE CHEMICAL CO., IN 
felakelauslela ti rael ky 


ALLENTOWN, PENNSYLVANIA 
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IN CORTICOID-TREATED PATIENTS 
minimize 

adrenal 
SUPPression 
and 


atrophy 





KSitizy,... 
CARTEL ee 


BY THE REGULAR PERIODIC USE OF 


HP*ACTHAR Ge 


Stress of surgery, accidents or infections is magni- 
fied in patients treated with cortisone, hydrocorti- 
sone, prednisone or prednisolone. Adrenal steroids, 
even in small doses, jeopardize the defense mech- 
anism against stress by causing adrenal cortical 
atrophy. Concomitant use of HP*ACTHAR Gel 
counteracts adrenal atrophy by its stimulant action 
on the adrenal cortex. 
Dosage recommendations for 
supportive HP*ACTHAR Gel are, inject: 
1 a. 100 to 120 U. of HP*ACTHAR Gel for every 
100 mg. of prednisone or prednisolone. 
b. 100 U. of HP*ACTHAR Gel for every 200 to 
300 mg. of hydrocortisone. 
c. 100 U. of HP*ACTHAR Gel for every 400 mg. 
of cortisone. 
2 Discontinue use of steroid on the day of in- 
jection. 


*Highly Purified. HP*ACTHAR Gel is The Armour Labora- 
tories brand of purified corticotropin. 


THE ARMOUR 
LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 














“prime” the patient with PRIMOPLEX parenteral ! 


All B vitamins, liver and C, packaged in individual 
patient doses. 





For preventing and treating deficiencies of the 





» =A B vitamins and ascorbic acid in persons of all 
4 ages. Each individual-dose package consists of 
— x as 
oS a diluent and a powder, sufficient to prepare 
a single injection (2 cc.) containing: 







Thiamine HCI (B;)...... a 10 mg. 
Riboflavin (B,)........ a 10 mg. 





Sodium Pantothenate. . es 10 mg. 
Niacinamide......... ne 50 mg. 
Pyridoxine HCI (B,) 5 mg. 
| es 200 mg. 
ea dse cee cacccctsccecse 50 mg. 
EE rca er ess caneeiedne 15 mcgm. 
Liver Injection Crude.............. 2 mcgm.* 
Choline Chioride...............00 150 mg. 
PUNE ha nasesecicatcecesscee 3 mg 
CIE svicncence:cececcussces 20 mg 


SOVITAMIN 8.2 ACTIVITY EQUIVALENT TO 2 MCGM. CVANQCOBALAMIO 
OREG. U. S. PAT. OFF. 


PRIMOPLEX \n parenteral 


Geriatric Liver and Vitamins Lederle 


LEDERLE LABORATORIES DIVISION amerrcan Cyanamid COMPANY PEARL RIVER, NEW YORK 


GOOD FOR i 
GRANDMA, T00! \ Jo. : 
Borcherat \ a 



















A New Dietary Management for 


 CONSTIPATED ELDERLY 


A bowel content modifier that softens dry, hard stools by 
dietary means without side effects.’ Acts by promoting an 
abundant fermentative bacteria in the colon, thus producing 
soft, easily evacuated stools. Retards growth of putrefactive 
organisms. By maintaining a favorable intestinal flora, Malt 
*Specially processed malt extract Soup Extract provides corrective therapy for the colon, too! 
neutralized with potassium carb- 
onate. In 8 oz. and 16 oz. bottles. 
1. Cass, L. J. and Frederik, W. S.: Malt 


Soup Exwect ot @ Sowsl Comet =— gaa gas BORCHERDT MALT EXTRACT CO. 


Modifier in Geriatric Constipation. 
Journal-Lancet, 73:414 (Oct.) 1953. Sample 217 N. Wolcott Ave. e Chicage 12, I. 


DOSE: 2 tablespoonfuls b.i.d. until stools are soft 
(may take several days), then 1 or 2 Ths. at bedtime. 
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A truly complete 
ae eo $C. Tablet Geriatric Formula 


VI0-GERIC 
VIO-GERIC 


GERIATRIC FORMULA 
0 saik Units ce 
ae (ROWELL) 
: 
5 
100 mg 


VIO-GERIC is specifically formulated 
to provide a valuable nutritional sup- 
plement in geriatric medicine to meet 
the recognized need for vitamins and 
minerals in patients over 35 years of 
age. The inclusion of all the essential 
vitamins and minerals at a high po- 

G55) 32 tency level plus valuable lipotropic 
Dicaleium 4 : factors and Rutin make Vio-Geric a 

PLUS ae truly complete geriatric formula. 


trate 


YOOsoeree 
Soir seo vu 


Choline pinydroge= ci 
Inositol 
Rutin 

RIES LABORATORIES, INC. 
ROWELL LABORATS er 
Baudette. Minnesota. “ 





BAUDETTE. & minnesota 


I'S COMBINED EFFORT THAT COUNTS 


It’s the combined effort of men “‘on the rope” that finally 
conquers the wind-swept peaks. It’s the combined action, too, 
of vitamins and minerals that results in prompt and 

effective nutritional supplementation. 

Correlated vitamin-mineral action of NUTRIsup Chimedic— 
essential for efficient cellular metabolism and optimal 
physiological activity—brings a ready response wherever 
additional nutritional supplements are urgently needed. 





In pregnancy and lactation, anemia, during convalescence, 
in geriatrics, and subclinical physiologic disturbances, NUTRISUP’s 
11 vitamins and 14 minerals—including the potent hemopoietic 
factors, vitamin By», intrinsic factor and folic acid—have 
demonstrated their combined synergetic actions with beneficient 
effect. Whenever added vitamins, minerals and hemopoietic 
factors are indicated, specify NuTRIsup for the prompt response. 


N U T R I s U Pr Chimedic tasrets 


VITAMIN MINERAL SUPPLEMENT 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, Illinois 


WESTERN BRANCH: SOUTHERN BRANCH: 
381 Eleventh St., San Francisco, Calif. 240 Spring St. N. W., Atlanta, Ga. 
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range of motion 
rapidly increased 


in Rheumatoid Arthritis 
Sterane 


the most potent anti-arthritic ¥ 


CM dolto ts dlealsttMaalolacm olohdslalandal-lamalzelmelotely (2. ire] mene] matctelal=) 
notably free of major hormonal side ects such as 
edema due to sodium and water retention, hypopotas- 
semia, and hypertension 





seldom requires low-sodium diets of potassium supple- 
ments in patients without cardiac complications when 


Supplied: in white, ; 
given in usual therapeutic dosage 


scored 5 mg. tab- 


lets in the familiar elm) taal ial-tm amilateliale k-faee of-tt-te MolaMe dal-Maal-t-t-lel glare Mola olhael htc tny 
Pfizer oval shape. ACTH suppression potency of various corticoids, appear 
Bottles of 20 and to indicate that STERANE is 20% more potent than the 
100 rote} dk-xelal-mr-lal-liele fim ola-telali-tolal= 


1. Forsham, P. H., et al.: Paper presented at First Internat. Conf. on 
Prednisone and Prednisolone, New York, N. Y., May 31-June 1, 1955 


lolg-lalemehmela-telalt-rellelal=1 





PFIZER;:LABORATORIES Division, Chas. Pfizer 6 Co., Inc. Brooklyn 6, New York 
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for the “Sippy- diet” patient 


a welcome (and often necessary) change from ‘‘milk-and-cream” 


MULL"-S OY rowsered 


Pioneer soy alternative to milk... 
reported to be “noticeably more sooth- 
ing to the upper gastrointestinal tract 
and seemingly easier to digest.’ 
Comparable to milk in buffering’ and 
nutritional’ qualities. Contains no 
cholesterol...and costs the patient 
much less than milk-and-cream. Easy 
to prepare —4 level tablespoonfuls to 
8 oz. water. In 1-lb. tins at all drug 
outlets. 

1. Balfour, D. C., Jr.: Am. J. Gastroenterol, 22:181, 1954. 
2. Burke, J. O., et al.: Internat. Rec. Med. & Gen. Practice 


Clin, 167:587, 1954. 3. Sternberg, S. D., and Greenblatt, I. J.: 
Ann, Allergy 9:190, 1951. 
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Are you wondering how MULL-SOY 
Powdered tastes? Return this coupon 
for professional trial samples and see 
for yourself how pleasant it can be 
for your milk-weary or milk-intoler- 
ant ulcer patients. 








| THE BORDEN COMPANY | 
| Prescription Products Division, Dept. 201 | 
| 350 Madison Avenue, New York 17, N. Y. | 
| Please send to me, without charge, four 4 
| 4-02. tins of MULL-SOY Powdered. | 
| > 1 
I Street. } 
I City. Zone. State. . 














Men Constantly on Their Feet... 
















physiologically prone to hemorrhoids 


PNS SUPPOSITORIES 


combine 
three outstanding, 


ssiaiiinainiin dependable therapeutic agents: 


Pontocaine® hydrochloride .................0.. 10 mg. 
REDUCE SWELLING Neo-Synephrine® hydrochloride ............ 5 mg. 
® * 
PROTECT AGAINST INFECTION Sulfamylon® hydrochloride .................0+ 200 mg. 
Bismuth subgallate .................c.ssscseesseene 100 mg. 
PROS INE occas as sssceccnclonescassbuss 50 mg. 


— in a cacao butter base — 





Supplied in boxes of 12. 









New Yorn 18, N.Y Winosor, ONT. 


As an added measure to promote 
rectal comfort, add MUCILOSE® 
to the patient's diet. 

This lubricating, nonirritating 
bulk laxative will keep stool 
consistency soft and 

PNS, Pontocaine (brand of tetracaine), Neo-Synephrine facilitate evacuation. 


(brand of phenylephrine), Sulfamylon (brand of mafenide) 
and Mucilose, trademarks reg. U. S. Pot. Off. 


We have changed our name to 
WINTHROP LABORATORIES, INC. 
Only the name is changed — nothing else 

















proach To beter health for The aging pdlient* 


IN THE 40’s AND 50’s 

“disease or body change is lurking in the background’ © 
even though the individual may feel in good health. 

In this age group “ Mediatri will help prevent premature 
atrophic changes due to waning sex hormone function 

and inadequate nutrition. 


IN THE 60’s AND 70’s 

involutional changes become increasingly apparent as the 
body loses its ability to resist environmental stress. 

will aid the aging economy cope more 
panntiiibilly with three important stressors: gonadal hormone 
imbalance, dietary insufficiency, and emotional instability. 


IN THE 70's AND 80's 

functional impairment is at its peak and, in most cases, 
is the end result of progressive disorders be had their 
onset in the forties. Patients treated with “Mediatric 
have responded with increased physical vigor, aad 
muscle tone, and better emotional balance. 


+Kountz, W. B.: J.A.M.A. 153:777 (Oct. 31) 1953. 


* “MEDIATRIC?® 


Steroid-nutritional compound 


STEROIDS ... to counteract declining sex hormone function 
NUTRITIONAL SUPPLEMENTS ... to meet the needs of the aging patient 
A MILD ANTIDEPRESSANT . . . to promote a brighter mental outlook 


Ayerst Laboratories Capsules, No, 252 — bottles of 30, 100, and 1,000. 
New York, N. Y., Montreal, Canada Liquid, No. 910 — bottles of 16 fluidounces and 1 gallon. 


Average dosage, 1 capsule or 3 teaspoonfuls of liquid, daily. 








